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OLOGY, PATHOLOGICAL EFFECTS, 
CLINICAL MANIFESTATIONS, 

DIAGNOSIS AND TREATMENT 
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GENERAL. 


By C. F. Nev, M.D., 
Pathologist to Central Hospital, 
INDIANAPOLIS, IND. 


Case I. Female, aged 43, picked up as a tramp 
on the street, living only a few days after. Affected 
with general tuberculosis. She had suffered with 
neuralgia for some time, in addition to the tubercu- 
lar affection of the lungs and intestines. The res- 
pirations were from 30 to 40 per minute, the pulse 
from 85 to 100. Speech was slow and difficult. 
There was a gradual onset of coma, increasing in 
degree until death supervened. The autopsy dis- 
closed a diffuse nodular involvement of the menin- 
ges, most marked.at the base, and a small nodule, 
about 5 mm. from the median line, and the same dis- 
tance from the ventral surface of the upper ex- 
tremity of the pons on the left side. 


Case II. Male, aged 57, machinist by occupa- 
tion. Began in March, 1901, to complain of dull- 
ness of hearing, numbness of the left side of the 
forehead and scalp, tending to become painful, 
headache on the left side and back of the head, 
which was relieved by lying on the right side. Also 


dizziness in the dark, upon rising from a chair or © 


stooping over, everything becoming black. These 
conditions were continuous, gradually increasing 
in intensity and severity. In March 1902, it was 
discovered that he masticated his food wholly on 
the right side, owing, as he said, to his not feeling it 
when on the left side. In May, examination showed 
that the pupils reacted normally to light and accom- 
modation. No optic atrophy. Pulse 64. Arteries 
somewhat - thickened. Urine normal: In August, 
diplopia and dimness of vision were manifested. 
By October there were entire blindness and ‘double 
optic neuritis. The deep reflexes were increased, 
Babinski’s sign was present, also ankle clonus, 
Cheyne-Stokes respiration, projectile vomiting, at- 


tacks of syncope, convulsions and death in coma 
in January, 1903. 

Autopsy disclosed an oval, elongated, moderately 
firm, reddish-white tumor, 5 “by 234 cm. in size, 
springing from the left mid+cerebellar peduncle, on 
its posterior and superior border, extending for- 
ward to the tip of the petrous portion of the tem- 
poral bone, lying beside the pons and left crus, 
pressing against and causing absorption of the bone 
around the internal auditory meatus. 


Case III. Female, aged 50. Admitted to the 
hospital in May, 1904, with manifestations of rest- 
lessness, sleeplessness, melancholia, seclusion and 
delusions of apprehensive harm and injury. There 
was a history of blindness for 32 years following a 
sickness, the nature of which could not be ascer- 
tained. While being brought to the hospital, she 
was thrown from the carriage and severely shaken 
up, but no definite injuries were found upon exam- 
ination at the time of admission, and the patient 
merely complained of feeling sore all over. Eight 


hours after admission she,syuddenly expired. 


Autopsy disclosed a small oval-shaped, reddish- 
gray mass, about 3 by I cm. in size, involving the 
middle lobe of the cerebellum and extending into 
the right lateral lobe to the outer margin of the den- 
date nucleus. The left occipital lobe was smaller 
than the right and its convolutions somewhat 
smaller. Both optic tracts and nerves were small, 
gray and atrophic. 


CasE IV. Male, aged 30. Admitted to the hos- 
pital in January, 1905, with a psychosis beginning a 
week previously, consisting of sleeplessness, rest- 
lessness, and at times violent outbreaks, disorienta- 
tion, failure to recognize people, talking incoherently 
and irrationally, very much excited and apparently 
suffering great pain. On examination it was found 
that the sixth, seventh and eighth ribs on the left 


‘side were fractured in the anterior axillary line, 


and that there was some fluid in the pleural cavity. 
Death ensued within twenty-four hours after admis- 
sion. All that could be learned of his health pre- 
vious to admission was that about two years before 


- he had consulted an oculist for disturbance of vision, 


who informed him that there was some diseased 
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condition of the brain. There was also a history of 
severe gastric disturbance. 

Autopsy disclosed a reddish-gray mass occupying 
the posterior and upper part of the right parietal 
lobe, lying anterior to the parieto-occipital fissure, 
extending forwards 6 cm., laterally about the same 
distance, while on the mesial surface it extended 
down to the calloso-marginal fissure. 

Case V. Female, aged 50. Admitted with a 
psychosis of acute melancholia, associated with de- 
lusions of a persecutory nature. Father died at the 
age of 83 of some brain trouble, supposed to be in- 
sanity. Patient had typhoid fever at ten years of 
age, rectal trouble five years ago, for which she 
underwent some surgical operation, and to which 
she attributes her present condition. Also reports 
middle ear trouble for the last five years. There 
was marked deterioration of memory, repetition of 
questions and answers, inability to recognize those 
about her, emotionalism, mostly depressive in char- 
acter, confusion in thoughts and ideas, complaining 
of a feeling of fullness and great pressure in the 
head, amounting at times to great pain, inability to 
concentrate her mental powers, dizziness, indistinct- 
ness of vision and great mental distress. There was 
present marked tremor of the hands, a staggering 
gait, bilateral weakness of voluntary muscles, exag- 
gerated knee-jerks, slight tendency to Babinski re- 
action, slight manifestation of Rhomberg’s pheno- 
menon, and some muscular weakness. All of these 
phenomena were more marked on the right side. 
There was no involvement of the sphincters, no 
muscular atrophy, and no sensory disturbances as- 
certainable. The blood and urinary examinations 
were negative. There was some cloudiness of the 
optic discs. The course was progressive. Stupor 
supervened, developing into coma and death. 

Autopsy disclosed an oval-shaped, rather firm 
mass, irregular in outline, non-capsulated, involving 
the left optic thalamus, presenting an ulcerated 
surface on the floor of the left lateral ventricle over 
an area 3 by 1% cm. . 

Case VI. Male, aged 42, occupation engineer. 
Admitted to the hospital with the history that four 
weeks previously he had come home from work at 
the usual time for supper, but acting in a confused 
manner, and when asked by his wife as to the cause, 
replied, “Durned if I know.” He masticated his 
food, but would not swallow it, would sit and watch 
his wife, and at times begin to cry. A physician 
was called, who attributed the condition to acute 
diabetes. After two weeks’ treatment a specialist 
on nervous diseases was consulted, who pronounced 
the condition one due to cerebral softening. So far 


as could be learned, his family history was nega- 
tive. The patient was said to have had typhoid 
fever when eleven years of age, acute inflammatory 
rheumatism at twenty-five years of age, another 
attack of rheumatism in 1903. He was married 
and had one child, quite healthy. He drank some, 
rarely to excess, and not at all regularly. There 
was no history of specific infection obtainable. Ex- 
amination revealed a man well developed and well 
nourished, with facial features flabby and expres- 
sionless, the right side more pronounced than the 
left. There was constant dribbling of saliva, with 
frequent partially successful attempts at spitting. 
Speech was slow, thick and slurring, with frequent 
elision of letters, syllables, and, at times, words. 
The writing was very tremulous, with reduplication 
of letters, and at times elision of them. The gait 
was waddling, with dragging of the feet, becoming 
more pronounced with exercise, until it would be- 
come almost impossible for him to continue. When 
eating, the food would collect between the teeth and 
gums without any attempt being made to remove it. 
The voluntary part of the act of swallowing seemed 
to be impossible, as he could not get the food back 
in the pharynx. Sight, hearing, taste and smell 
seemed to be unimpaired, but there was intense red- 
ness of ‘both optic discs. Tactile, temperature and 
muscular sense could not be determined because of 
the profound dementia. The tongue and hands were 
moderately tremulous, the knee-jerks were highly 
exaggerated, ankle clonus was present, as were 
Babinski’s and Rhomberg’s phenomena. The super- 
ficial reflexes were also active. The prick of a pin 
brought a quick response reflexly. All the pheno- 
mena were more pronounced on the right side. 
There was no muscular atrophy, but the movements 
were incodrdinate and ataxic. The blood and uri- 
nary examinations were negative. Spinal fluid ob- 
tained by lumbar puncture gave a negative result 
bacteriologically. The course was rapidly progres- 
sive, terminating fatally sixty-eight days from the 
first definite manifestations. 

The autopsy disclosed a brain weighing 1,880 
grams, the dura adherent over the left frontal lobe, 
the surface of the convolutions flattened, an entire 
absence of cerebro-spinal fluid, a firm nodular mass, 
irregular in outline, about 3 cm. in diameter, situ- 
ated over the anterior, external, and inferior: sur- 
faces of the left frontal lobe. A second mass, similar 
in appearance, size and character, was situated over 
the lower part of the ascending frontal, the ascend- 
ing, and inferior parietal convolutions on the right 
side. A third mass, several centimeters in diameter, 
was seen in the substance of the left optic thalamus. 
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Case VII. Male, negro, aged 50. Admitted 


October, 1905. Family history negative, except that 


mother died at an advanced age with some form of 
paralysis. 

Personal History: Patient is said never to have 
been sick until the present illness. History of al- 
cohol and syphilis is uncertain, but probable. About 
nine months previous to admission he is said to have 
changed somewhat and there is a rather indefinite 
account of increased psychomotor activity with de- 
lusions about money matters. At this time he fre- 
quently became confused, wandering away from 
home, especially at night. About five months after 
the onset of this condition, while at work, he sud- 
denly lost the power of speech, and soon after failed 
to recognize the use of knife and fork at the table, 
taking both in one hand. Mastication and swallow- 
ing took place normally when food was placed in his 
mouth. He next became violent toward his sister, 
with whom he lived. Both hands and feet were 
very tremulous and he swayed when walking. 
There was no report of pain in the head, vomiting, 
convulsions or apoplectic attacks. 

Examination on admission revealed the follow- 
ing: The mental condition was one of complete 
fatuity, with some apprehension and much resist- 
ance to examination. General nutrition fairly good. 
Facial expression mask-like. Pupils unequal, the 
right being the smaller. Both react only slightly to 
light. No ocular palsies. Test for accommoda- 
tion impossible. Optic atrophy marked. There was 
a fine tremor of the lips and tongue. Vocal sounds 
were possible, but no articulate speech. Mastication 
and deglutition normal. Gait markedly spastic. In- 
coérdination of both upper and lower extremities, 
with very pronounced coarse tremor. The left knee- 
jerk slightly exaggerated, the right normal; if any 
change, decreased. No Babinski, Kernig or Rhom- 
berg phenomena present. Incontinence of urine 
and feces and slight edema of the lower extremities 
were present. Resistance and rigidity rendered ab- 
dominal examination impossible, and examination 
of the thorax difficult, but tuberculosis of the left 
lung was diagnosed. | 

Autopsy: Adult male negro, extremely emaci- 
ated; small subconjunctival hemorrhagic extravasa- 
tion in the right eye; extensive bedsore over the 
sacrum. 

Head: Bones hard and heavy, grooving for the 
meningeal vessels moderately deep, depressions for 
the pacchionian bodies fairly deep, several osteo- 
phytic protuberances on the inner surface of the 
frontal bones on each side of the superior longi- 
tudinal sinus, excess of subdural fluid, moderate in- 


crease of subarachnoidean fluid, which over the an- 
terior surface of the right frontal lobe is accumu- 
lated into a cystic formation, pressing upon and 
causing atrophy of the convolutions. Dura thick- 
ened and covered on its inner surface with a fibrin- 
ous membrane-like exudate, most marked on the 
right side, and somewhat adherent. In the anterior 
part of the falx cereberi there is a calcareous plate, 
3 centimeters antero-posteriorly, and .2 to .25 centi- 
meters in thickness. The arachno-pia is exten- 
sively thickened and diffusely opaque, most marked 
over the frontal and upper part of the parietal lobes. 

Brain weight, 1,040 grams. Basal vessels exten- 
sively thickened. The right frontal lobe is smaller 
than the left. On the under and outer surface of the 
right hemisphere, midway between the extremities 
of the tempero-sphenoidal and occipital lobes is a 
quadrangular area, dark mottled red in color, lying 
immediately over the collateral fissure, 35 centi- 
meters antero-posteriorly, and extending over the 
lateral surface 1 centimeter, and 2 centimeters 
mesially on the under surface, semi-solid in con- 
sistency. One section is seen to extend into the 
brain substance I to 2 centimeters, its margins 
merging with the brain substance itself. Moderate 
dilatation of the ventricles and granulation of the 
ependyma throughout. The spinal cord appears 
small. 

Thorax: Bilateral chronic pleuritic apical 
fibrous, band-like adhesions. Bilateral lobar pneu- 
monia involving almost the entire lower lobes and 
the adjoining portion of the upper; apical cicatriza- 
tion and calcification. In the body of the lower left 
lobe is an area about the size of an orange, semi- 
fluctuating in consistency, consisting of a degene- 
rated semi-fluid, grumous material. Some marginal 
lobular emphysen.a, congestion of the bronchial 
mucosa, hyperplasia of the bronchial glands. Ex- 
tensive general arterio-sclerosis and moderate ather- 
oma. 

Abdomen: Enlargement of the mesenteric glands 
and a moderate degree of chronic diffuse nephritis. 


Case VIII. Male, aged 36, admitted to the in- 
sane hospital, October, 1898. Discharged improved 
September, 1902. Readmitted December, 1904. 

Family History: Parents living and in fair 
health. A maternal uncle insane; one cousin epilep- 
tic. Remaining history unknown. 

Personal History. Facts obtainable from the 
family were very meager. No account of severe ill- 
ness or injury in childhood. The epileptic condition 
came on at the age of 16, the exophthalmos at the 
age of about 26. but observation as to the latter 
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point is faulty and it does not seem to have been 
considered important. The right hemiplegia came 
on at the age of about 28. 

Upon admission, the patient was found to have 
frequent severe epileptic seizures without. discover- 
able aura and without focal prodromata. The men- 
tal state is one of arrested development. He is 
found to be quite amiable during his interval, but is 
quite irritable before his convulsions, and is apt to 
have outbreaks of fury following them. The menta. 
state is one of arrested development, with outbreaks 
of fury following the convulsions, which are of the 
epileptic major type of extreme severity, and not 
beginning with any discoverable aura. 

The physical examination is as follows: The 
patient is a man of medium height and unusually 
powerful muscular development. The cranium is 
apparently symmetrical, except that just behind the 
left external orbital process is an abnormal promi- 
mence of the skull. This is not abrupt in outline, 
is smooth, rises 1 cm. above the surrounding skull 
level, and is about 10 cm. antero-posteriorly by 5 
em. in the vertical dimension. The percussion note 
over this prominence is quite flat, and the finger 
receives an impression of greatly increased resist- 
ance. It is apparently not sensitive to pressure. 
The eyes are prominent, the left showing an ex- 
treme degree of protrusion which is said to have 
increased in degree very gradually over several 
years. The pupils are unequally dilated, the left be- 
ing the larger, and they react slowly to light. There 
are no palsies of the external ocular muscles. 
Ophthalmoscopic examination shows a rather ex- 
treme degree of optic atrophy. The mouth is drawn 
slightly to the left. The mental state prevents a 
satisfactory examination of the tongue and palate. 
Speech is confined to some half-dozen words. There 
is partially recovered right hemiplegia, with some 
contracture of the hand and foot. Both knee-jerks 
are constantly exaggerated, the right more so. There 
is right ankle clonus and Babinski’s toe phenomenon 
is present on the right side. Cutaneous sensation 
could not be studied. 

On December 19, 1905, by a fall during a convul- 
sion, the patient sustained a fracture of the right 
mandible. Shock was extreme and three days later 
serial convulsions appeared, soon passing into epi- 
leptic status and fatal pneumonia. 

Autopsy: The body is that of an adult male. 
Age, 37; height, 168 cm.; weight, 160 pounds; well 
nourished ; post-mortem rigidity well-marked. There 
is a linear scar, recently healed, over the right in- 
ferior maxilla, beginning 2 cm. to the right of the 
median line, extending up and backward, parallel 


with the lower margin, and about 1 cm, above it, 
for a distance of 4 cm. Hair is black; eyes gray; 
left pupil, 8 mm., right, 4 mm., in diameter; other- 
wise both are uniform and regular. The nose and 
ears are normal. Tongue furred; teeth much de- 
cayed. 

Head: The general formation is asymmetrical, 
due to a considerable bulging of the left eyeball, and 
of the whole left frontal eminential area. The head 
is distinctly brachycephalic in type; circumference, 
61.3 cm. Biauricular diameter, 38.2 cm.; occipito- 
nasal, 38.8cm. The scalp is 5 mm. thick, and bleeds 
very little. Bone thickness is very irregular and 
unequal, thinned at one place while thickened at an- 
other, thinning being particularly marked in the 
outer and upper portion of the left parietal, the 
squamous portion of the left temporal, and in the 
bones forming the floor of the left anterior and mid- 
dle fossa, forming a mere shell, readily breaking 
with the slightest pressure. There is atrophy of the 
petrous portion of the left temporal bone, of the 
left side of the body of the sphenoid, of the an- 
terior and posterior clinoid processes, and of the 
sphenoidal ridge, thus enlarging the capacity of 
both fossz, and by depression of the floor, the two 
fosse being practically continuous with each other. 
The thinning is much less marked on the right side. 
The thickening is particularly marked on each side 
cf the groove for the middle meningeal artery, and 
to some extent along the sutures. At the lower 
and anterior part of the squamous portion of the 
left temporal bone, just above the floor of the mid- 
dle fossa, there are two cone-like projections pro- 
truding about 1 cm. into the cranial cavity, their 
bases gradually spreading, becoming continuous 
with each other at their adjoining surfaces. 

There are moderate dural adhesions most marked 
on the left side. The dura is somewhat thinned on 
the left side and anteriorly. No subdural or sub- 
arachnoidean fluid. Growing from the inner sur- 
face of the vertical portion of the left frontal bone 
toward its outer part, and attached by a base about 
6 x 3.cm., is a hard, whitish, irregular, nodular, car- 
tilaginous growth, with scattered areas of slight cal- 
careous infiltration, its weight 575 gm., its size 16- 
12-9 cm., extending inward and backward. . On its 
external surface are two depressions corresponding 
to the two bony prominences on the inner surface 
of the squamous portion of the left temporal bone. 
The growth extends into and displaces the external 
portion of the frontal; the anterior portion of the 
parietal and the greater part of the temporo- 
sphenoidal lobes on the left side. There is a sec- 
ond smaller growth, 3-2.5 cm. in size, springing 
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from the inner surface of the squamous portion of 

‘the temporal bone, which is similar in appearance 
and structure to the former growth, and is attached 
by a narrow pedicle-like base. 

There is a fracture of the right inferior maxilla 
just about at the point of junction of the horizontal 
with the vertical portion, running obliquely back- 
ward, inward and upward. There is a moderate 
amount of callus surrounding the fracture, which 
is easily broken down. 

The brain weight is 1,680 gms. There is com- 
plete displacement, with atrophy of the frontal lobe, 
except a layer averaging about 2 cm. in thickness 
on its mesial and inferior surfaces, also of the outer 
and inferior portion of the parietal lobe, and the 
whole of the central three-fifths of the temporo- 
phenoidal lobes on the left side. 
striatum and optic thalamus are also displaced in- 
wards and downwards, and are diminished in size. 

The first, third, fourth, fifth, sixth, seventh and 
eighth cranial nerves on the left side are small, 
grayish and atrophic. The optic nerves, optic com- 
missure and tracts are similarly affected, the left 
more so than the right. There is extensive dilata- 
tion of the right lateral, and of the third ventricle. 
The spinal cord is apparently smaller than normally. 

Thorax: There is slight fatty infiltration of the 
right ventricle of the heart. Slight arterio-sclerosis 
of the aorta, most marked about the coronary ori- 
fices, and involving the coronary vessels. There are 
extensive, diffuse, fibrous, band-like adhesions in 
both pleural cavities, with an acute fibrinous exudate 
over the base of the lower right lobe. The lower 
lobe and the base of the upper lobe of the right 
lung are solid throughout and in a condition of 
mixed red and gray hepatization. There is slight 
hypostasis of the posterior and lower portion of the 
lower left lobe. The thyroid gland is moderately 
enlarged, with tendency to cystic formation. There 
is some hyperplasia of the bronchial glands and 
some congestion of the bronchial mucosa. The re- 
maining thoracic and cervical structures are ap- 
parently normal. 

Abdomen: Apart from the kidneys the abdomi- 
nal viscera do not show any gross changes patho- 
logically. The kidneys are in a condition of chronic 
parenchymatous nephritis. The right renal pelvis 
is dilated and pouch-like, the mucosa thickened and 
covered with a somewhat yellowish exudate, and the 
cavity contains a mulberry-like calculus, 1.5 cm. in 
diameter. The right ureter is slightly dilated. 


Microscopically, the growth consists of practically 
normal hyaline cartilage throughout. The renal cal- 
culus is somewhat stratified and chemically consists 


The left corpus 


mainly of phosphates, but there are also oxalates, 
some xanthine, and some organic constituents pres- 
ent. 

CoMMENTs. 


Microscopically, case 1 was tubercular; cases 2 
and 3 were glio-sarcomata; case 4 was an angio- 
sarcoma; case 5 was a mixed-cell sarcoma; case 6 
was syphilitic; case 7 was a glioma with foci: of 
hemorrhage; case 8 was a chondroma, 

It is to be regretted that more complete clinical 
reports have not been submitted with these cases, 
but, incomplete as they are, a summary of the clin- 
ical manifestations reported shows the presence of 
the great majority of those usually present in cases 
of brain tumor. 

Irregular expansion of the cranial bones, irregu- 
lar thinning and thickening, absorption and erosion 
of the same in at least one case, increased resistance 
on percussion in one case, attacks of facial neuralgia 
in two cases, headache in two cases, a feeling of 
fullness and pressure in one case, dizziness in two, 
syncope in five, of the pupils in two, optic disc and 
retinal changes in four, exophthalmos in one, dis- 
turbances of speech in four, of hearing in one, 
sensory disturbances in three, tremors in three, 
paretic conditions in four, hemiplegia in one, the 
knee-jerks exaggerated in three, decreased in two, 
ankle clonus present in three, Babinski’s phenom- 
enon ii ‘our, Rhomberg’s phenomenon in three, dif- 
ficulty 1 swallowing in one, disturbance of respira- 
tion inc +, gastric disturbance in two, glycosuria in 
one, inco inence of urine and feces in one, convul- 
sions in two, coma in two, mental disturbances in 
six, are amongst those given. 

It will be noticed that the great majority of the 
symptoms belong to those usually described as gen- 
eral symptoms of brain tumor, while there are aiid 
few of a localizing significance. 

Another point of practical significance is the 
great variability in symptoms manifested. For all 
practical purposes the symptoms of brain tumors 
can be arranged into two groups: 

1. Those which occur independent of the posi- 
tion of the tumor, or general. 

2. Those directly dependent upon the interfer- 
ence, with the function of some local area, or focal. 

Of the general manifestations, some stand out 
prominently, and are rather characteristic, while 
others are vague and indefinite, but no one manifes- 
tation is pathognomonic of brain tumor. In most 
cases the general manifestations precede the focal 
and are the first to require attention. They appear 
to depend upon: 
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1. The rapidity of the growth. 
2. The vascularity of the growth. 
3. The pathological characters of the tumor. 


The manifestations vary in intensity according to 


1. The activity of the pathological process. 
2. The condition of the blood supply of the 
brain. 
3. The size, location and character of the 
growth. 
_4. The age of the patient. 
_5. The indirect effects of the growth. 


’ Headache is one of the most constant, the most 
distressing and earliest of symptoms. Putnam and 
Jacoby give it as present in 74 per cent. of cases, 
Mills and Lloyd in 95 per cent., Eskridge in 100 
per cent. Gowers says it is rarely absent. It is 
usually more or less continuous, with paroxysmal 
exacerbations. It varies in character, and its inten- 

ity is increased by anything that tends to increase 
cerebral congestion. It may be general or local. 
General pain is probably due to the increased intra- 
cranial pressure pressing upon the: meninges, as 
ttephining often affords relief, but one may have a 
very small tumor and but little increase in intra- 
cranial pressure, yet the pain be intense; or there 
may be a large growth, and great increase of pres- 
sure, yet very little pain. Local pain is usually due 
tO meningeal irritation. The locality of the pain is 
not always over the seat of the growth, for a cere- 
bellar tumor is often associated with frontal head- 
ache, and cerebral involvement with occipital pain, 
or the pathological process may be on one side 
of the brain and the pain on the opposite side of the 
head. Usually when the growth is dn the surface 
of the brain, the pain corresponds to the seat of the 
growth; when it is in the white substance the pain 
is often frontal; when subtentorial it is occipital; 
and when the growth is unilateral the pain is on 
that side. When the pathological process is syph- 
ilitic in nature, the pain is worse at night. In other 
forms it is usually worse during the day. The pain 
is usually less in children, due probably to the 
greater elasticity of the skull. There may be an in- 
termission of the pain, especially after the admin- 
istration of iodides, or it may last weeks or months, 
or until dementia destroys the power of its percep- 
tion. While it is almost useless to speculate as to 
its causation, yet it is usually attributed to one or all 
of the following factors: 


1. Increased intracranial pressure. 
2. Stretching of the membranes. 
3. Effusion into the ventricles. 


4. Variations in the cerebral circulation. 
5. Direct involvement of the meninges. 


Associated with headache there is often marked 
tenderness on percussion, this being more common 
when the growth is situated just beneath the bone, 
involving the meninges, or in the superficial brain 
substance, and is a valuable indication when not 
due to sensitive nerve trunks. 

At times there is also flatness on percussion, but 
this is not always present, even when the growth is 
superficial. 

Optic neuritis occurs in about 80 per cent. of 
cases, regardless of the seat, nature or origin of the 
growth. It is most frequent when the growth is 
subtentorial, least so when in the meninges or 
centrum ovale. It is not a very early symptom un- 
less the growth is cerebellar or basal, usually not 
appearing before three months after the onset of 
symptoms. It is usually a transient event in the 
course of brain tumor, as the latter condition may 
exist for years without affecting the disc, and then 
suddenly develop acutely, reach an intense degree 
within a few days or weeks, run its course rapidly 
and pass on to atrophy. The condition is usually 
bilateral, appearing first in one eye, consequently 
showing more involvement of one eye than the 
other. Rarely the condition is unilateral, and when 
so indicates that the lesion is anterior to the chiasm. 
The neuritis may exist to a marked degree without 
impairing vision, and when impairment is shown, it 
will be found that the neuritis is fully developed in 
those cases. This is particularly true when the in- 
flammatory process is moderate, vision often failing 
more during the subsidence than the active stage 
of the process: -Sudden loss of vision is most com- 
mon in children, probably because the gradual loss 
is not noticed by them. - Central vision may be nor- 
mal, and the field of vision for light and bright ob- 
jects but little impaired until atrophy sets in. The 
course of the neuritis usually coincides with the 
symptoms, and probably indicates the progress of 
the disease. If the neuritis be acute,-and the tumor 
not influenced by treatment, it usually goes on to 
atrophy. If the morbid process can be influenced 
by treatment, the neuritis may subside, and normal 
vision be restored, and this may be the first indica- 
tion that improvement is taking place. The cause 
of the neuritis is a disputed question. Extension of 
the pathological, irritative process to the optic tracts 
and nerves, distention of the sheath of the optic 
nerve, and lymphatics of the papilla, meningitis 
involving the nerve, and increase of intracranial 
sressure have: been alluded to as causative factors. 
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Optic atrophy when present is the result of a pre- 
vious neuritis, and, according to Gowers, is never 
reached until after many months. 

General convulsions occur in about 33 per cent. 
of cases. They are particularly liable to occur as an 
early symptom in childhood, and also may be the 
first manifestation in adults. They usually occur 
at long intervals, and indicate 


A rapid progress of the growth; or 
Effusion into the ventricles; or 
‘Hemorrhage within the tumor; or 
Secondary involvement of the meninges. 


ip 


They are epileptiform in character, but are rarely 
associated with epileptic automatism, or destructive 
mania. They vary in intensity from the petit mal to 
the grand mal type, but are usually severe, so much 
so that at times death supervenes during one. They 
may be preceded by aura when involving the special 
centers, or may begin as a local spasm,. but these 
conditions have no special significance as a localiz- 
ing factor. 

Vomiting is present in about 50 per cent. of cases. 
It occurs without apparent cause, and may or may 
not be accompanied by nausea, or bear any relation 
to the taking of food. It occurs most frequently 
when the growth is cerebellar or basal. It is more 
common ‘in children than adults. It is most fre- 
quent in the early morning, and when making at- 
tempts to move the head, and is often associated 
with headache and vertigo. 

Vertigo may be a most constant symptom. It is 


unusually independent of the act of vomiting, but 


may be associated with it. Things about the patient 
seem to be in motion, and at times the patient also. 
It occurs at intervals, and may be excited by change 
of position, with increase of blood pressure, or in 
the acme of cephalalgic exacerbations. It is rarely 
intense, except the growth lie in the posterior fossa, 
and is variable in duration. Mendall, of Berlin, 
states that true vertigo is always associated with dis- 
turbed musculature of the eyes, and is due to imper- 
fect blood supply to the nuclei of the nerves sup- 
plying the muscles. eat 
‘Mental changes are almost a constant manifesta- 
tation. They may be slight, merely a mild impair- 
ment of mental vigor, but their progress is marked 
by apathy and failure of memory, change of disposi- 
tion, irritability, loss of self-control, loss of inter- 
est, delirious attacks, drowsiness,. semi-conscious 


states, coma and death. In a few cases there may | 


be maniacal excitement or melancholia or hallucina- 
tions and delusions. The cause.is supposed. to be 


due to the increased intracranial pressure, and com- 
pression of the brain. 

Insomnia is usually due to the headache, and is 
more prominent in adults with a syphilitic history, 
due, it is said, to disturbance of the cerebral circula- 
tion, or to the intensity of the general symptoms. 
Occasionally, there is somnolence instead of insom- 
nia; it may be recurrent in character, lasting several 
days at a time. 

Syncope occurs in a few cases, especially those 
involving the posterior fossa. In rare cases there is 
a distinct apoplexy, due to a hemorrhage within the 
growth. 

The pulse is usually slow and irregular, supposed 
to be due to the increased intracranial pressure, and 
is regarded as an indication of such a condition. It 
becomes very rapid toward the termination of the 
disease. 

Respiration is often irregular, and of the Cheyne- 
Stokes character. It may become embarrassed by a 
growth in any part of the brain, due to the intra- 
cranial pressure, or to the direct involvement of the 
nerves of respiration, or their nuclei. The tempera- 
ture may be normal, subnormal or increased, espe- 
cially if there be any inflammatory changes. 

Renal disturbances are, as a rule, associated with 
the increased intracranial pressure. There may be 
polyuria or glycosuria, due to pressure upon or ir- 
ritation of the nuclei of the vagus nerves. 

Nutrition is not much affected in sarcoma, but 
often is in syphilis, and emaciation is frequent in 
tuberculosis and carcinoma. 

The deep reflexes are often increased on both 
sides, even when the growth is unilateral. Usually, 
however, they are greater on the side of the lesion. 
The exceptions to this are when the tumor is situ- 
ated in the pons or medulla when they are often ab- 
sent. The superficial reflexes are variable and bear 
no definite relation to the deep, as they may be 
lessened or increased on the side of exaggerated re- 
flexes. 

The sphincters are usually not much affected un- 
less there is great mental disturbance, profound 
stupor, or coma. 

The focal manifestations depend upon the situa- 
tion of the growth, and may be produced either di- 
rectly from irritation or destruction of the part, or 
indirectly from interference with the blood supply. 
Tumors usually cause both. A slow growing, non- 
infiltrating growth may occur in any situation with- 
out producing symptoms until a large size. A 
single tumor rarely produces a large number of 
focal symptoms, and these are always unilateral 
unless it lie on or near the median line. 
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A preponderance of the mental disturbances as 
an early manifestation points to an involvement of 
the frontal lobe. In tumors elsewhere they are usu- 
ally a late manifestation, when the intracranial pres- 
sure becomes great. Disturbances of the power of 
balancing and staggering have been noticed, but are 
not constant, and are supposed to be due to involve- 
ment of the fronto-cerebellar fibers. The ataxic 
movements differ from those of cerebellar ataxia 


te being often associated with symptoms of © 


general paresis. 

2. In there often being localized tenderness over 
the frontal region. 

3. In optic neuritis developing late in the disease. 

4. In the mental symptoms being early in the 
disease. 

5. In smell often being affected. 


The vomiting is less constant, the headache less 


agonizing, and the choked disc not so frequent as 
when the growth is located elsewhere in the brain. 
It is impossible to tell from the mental symptoms 
which hemisphere is affected. Decided change of 
character, or disposition, mental apathy and tend- 


ency to somnolence must be regarded as local mani- » 


festations of frontal lobe involvement. 
Convulsive seizures, paresis or paralysis of certain 
movements preceded or followed by numbness and 


tingling in the part affected, muscular incodrdina-. 


tion, disturbance: of muscular sense, point to an in- 
volvement of the sensorio-motor area. If these dis- 
turbances are limited to the movements of the face 
and phonation, it indicates a probable involvement 
of the brain substance surrounding the lower part 
of the fissure of Rolando; if they are limited to the 
upper extremity, it points to the middle third of 
the fissure, and if the lower extremities are involved, 
it suggests an involvement of the upper part of the 
fissure. The spasms may be limited to one part, 
or assume the characters of a Jacksonian seizure. 
They are fairly uniform, and form the most reliable 
information for localizing purposes. They are usu- 
ally followed by temporary paralysis, which becomes 
more pronounced as the tumor enlarges, while at 
the same time the convulsions become more fre- 
quent and severe. If the irritation be intense, the 
local spasms may become general, may be associated 
with loss of consciousness, and terminate in general 
convulsions ; yet a general convulsion beginning sud- 
denly, with loss of consciousness, without local 
spasms, is said not to be indicative of an involve- 
ment of the motor area. When a tumor produces 
mere compression of the motor area there are. no 
spasms, as a rule, but a progressive paralysis. 
Local sensory phenomena may precede or take the 


place of a spasm, and to a certain extent have the 
same localizing value, so that where the paralysis 
is associated with ataxia, marked incodrdination, 
disturbance of muscular sense and anesthesia, it 
points to an involvement of the posterior portion of 
the sensorio-motor area. Contracture, fine tremors, 
movements becoming coarse and jerky, choreoid or 
athetoid may result from tumors involving the motor 
area, but have little localizing value. 

Disturbance'of muscular sense is said to point to 
an involvement of the supramarginal convolution. 

Word blindness indicates an involvement of the 
angular gyrus. 

Homonymous hemianopsia, paresthesia and par- 


_ tial anesthesia indicates an involvement of the deep 


white matter of the parietal lobe. 

Disturbances of sight point to an involvement 
of the occipital lobe, bilateral homonymous hemia- 
opsia resulting from an involvement of the cuneate 
convolution. 

Disturbances of the sense of hearing point to the 
first and second temporo-sphenoidal convolution. 

Disturbances of the sense of taste and smell point 
to the apex of the uncinate gyrus. 

A special form of sensory aphasia is often pres- 
ent in tumors involving the temporo-sphenoidal 
lobe, characterized by an inability to recall the name 
of the object seen, or to recognize the name heard, 
and is said-to be due to an invasion of the associa- 
tion fibers between the. areas in which are located 
the memory of sight and sound. 

Hemiplagia, hemianesthesia, including those of 
special senses, and hemianopsia, point to a lesion 
involving the internal capsule. Gowers says that 
hemianesthesia, including the nerves of special 
sense, is one of the rarest effects of brain tumor, 
and is absolutely unknown from this cause, unless 
associated with some loss of power. 

The assuming of forced positions, incodrdination © 
and awkwardness in making movements, loss of 
inhibitory control over the emotions, disturbance in 
the recognition of the limbs indicate an involvement 
of the optic thalamus. 

A staggering, drunken man’s gait, njildlioae, 
paresis or paralysis, of some of the ocular muscles, 
with the general manifestations of brain tumor, 
point to an involvement of the corpora quadri- 
gemina, The ataxia differs from that due to cere- 
bellar disease in that the ophthalmoplegia precedes 
these conditions. 

Hemiplegia with crossed third nerve paralysis, 
without special sense involvement or hemianopsia, 
points to a lesion of the crus cerebri. 

Hemiplegia, involving the body and face on one 
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side, and the third, fifth and sixth nerves on the op- 
posite side,.suggésts a lesion of the upper half of 
the pons. If, in addition to the third, fourth and 
sixth nerves, the facial be involved on the side oppo- 
site to that of the body, the lesion is in the lower 
half of the pons. In most all pontine lesions the loss 
of the tendon reflexes is quite common. 

Hemiplegia, hemianesthesia with symptoms of in- 
volvement of the ninth, tenth, eleventh and twelfth 
cranial nerves, involving articulation, phonation, de- 
glutition, heart and respiration, projectile vomit- 
ing, polyuria, glycosuria and local vaso-motor dis- 
turbances indicate a lesion of the medulla. 

Early and severe headache, excessive vomiting 
and intense choked disk, staggering gait, with a 
tendency to fall in certain directions, and ataxia, 
point to cerebellar involvement. The manifestations 
appear earlier in the course of the disease in tumors 
of the cerebellum than elsewhere, because of the 
rigid tentorium. If the lateral lobe only be involved, 
there may be no symptoms. The ataxia associated 
with the cerebellar disease is characterized by a 
staggering, reeling gait, with the feet widely sepa- 
rated, the steps of irregular length, and position, 
swaying of the body like a drunkard, accompanied 
by a sense of vertigo which disappears on lying 
down. 

Since these manifestations of brain tumors are 
so variable and numerous, the question of diagnosis 
is rendered difficult accordingly. So closely do 
functional diseases of the brain simulate those of 
organic lesion that very few of these symptoms when 
taken by themselves can be positively asserted to 
be due to an organic disease. The following condi- 
tions are given as indicating the existence of an or- 
ganic lesion: ; 

1. Marked muscular atrophy in the distal part of 
a paralyzed limb of cerebral origin with flexor con- 
tracture, and increased deep reflexes. 

2. Wasting of the muscles of the face, with re- 
action of degeneration not due to an extracranial 
lesion. 

3. Most cases of crossed paralysis. 

4. Most cases of pronounced trophic disturbances 
of cerebral origin to one or both eyes. 

5. More than transient hemianopsia. 

6. More than transient sensory aphasia. 

Having decided that the manifestations are due 
to an organic lesion, it becomes necessary to ascer- 
tain the nature of the onset of the manifestations, 
whether sudden, acute or chronic. 

If the onset is sudden, one must differentiate be- 
tween hemorrhage, embolism, thrombosis and brain 
tumor, for a brain tumor may be latent and sudden 


symptoms arise in the form of sudden paralysis, 
stupor, deepening coma and stertorous breathing, 
and in the absence of optic disk changes, and of a 
history, it is impossible to diagnose from those con- 
ditions. 

Hemorrhage alone never causes optic neuritis. An 
apoplexy with persistence, and increase of symp- 
toms, appearance of headache, convulsions and optic 
neuritis indicates a tumor, probably glioma, with 
hemorrhage into it. 

A sudden onset of symptoms, without any pre- 
monition, associated with an organic lesion of the 
heart and convulsive seizures, is indicative of an em- 
bolus. 

Gradual onset, with the presence of premonitory 
symptoms and a history of syphilis or alcohol, would 
indicate thrombosis. 

If the onset be acute, practically only acute men- 
ingitis need be considered. This begins, as a rule, 
more acutely, runs a more’ rapid course, involves 
one or more cranial nerves, manifests bilateral symp- 
toms, is attended with greater febrile disturbances, 
and less swelling of the optic disc. A tubercular af- 
fection, either as a nodule or a diffuse meningitis, 
may be dormant until some exciting cause, such as a 
blow, or mental excitement, lights it up, and then is 
liable to manifest symptoms of both tumor and men- 
ingitis. The longer the duration after one month, 
the more liable it is to be a tumor, although tuber- 
cular meningitis may run a course of six to eight 
months. Optic neuritis, followed by primary optic 
atrophy, is common in prolonged meningitis, while 
choked disc followed by secondary optic atrophy is 
common in tumor, 

If the course be a chronic one and there are mani- 
festations of tumor, it may be mistaken for:. 

1. Aneurism. 

2. Chronic meningitis. 

3. Chronic cerebritis. 
4. Chronic hydrocephalus. 
5. Brain abscess. 
6. Brain syphilis. 

7. General paresis. 

8. Uremia. 

9. Sclerosis. 

10. Chronic anemia. 

11. Epilepsy and other epileptoid conditions. 

The only diagnostic sign of aneurism is the aneu- 
rismal bruit in the skull. 

Chronic cerebritis is rare, but when present can- 
not be diagnosed from brain tumor when the latter 
is not accompanied by focal symptoms. 

Chronic hydrocephalus is characterized by being 
slower in development, having fewer symptoms of 
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irritation, having bilateral manifestations, flexor 
spasms or spastic paralysis, affecting the legs more 
than the arms, incodrdination of the hand move- 
ments, and no local spasms. One must not lose sight 
of the fact that this condition may be the result of a 
brain tumor, and not the primary affection. The 
fluid may displace the medulla, pons, or crura, and 
manifest cranial nerve involvement by stretching, 
so that it is often possible to diagnose only by noting 
the development of the symptoms. 

Chronic meningitis is rare except as the result 
of alcohol, syphilis or tuberculosis. A history of al- 
cohol, slight headache, impaired memory, mental 
dullness, delirium and primary optic atrophy would 
justify one in making a diagnosis of alcoholic men- 
ingitis. In tubercular meningitis the headache is 
more severe and continuous; there is more marked 
sensitiveness to light, sound and touch, the optic 
neuritis is less frequent, less intense and less rapid, 
there are tubercles on the choroid, and there may be 
a gradual subsidence of symptoms, but it must be 
remembered that there may be a localized meningitis 
resembling tumor, or a meningitis about the tumor, 
in which case a diagnosis is practically impossible. 

The symptoms of brain abscess are practically 
those of brain tumor, often differing, however, in 
their origin, mode of development, progress and ter- 
mination. The presence of a cause, headache not 
so- severe and less paroxysmal, mental change more 
sudden, and less constant, less swelling of the optic 
disc, less impairment of sight, faster onset of local 
symptoms and shorter duration, pointing to a situa- 
tion in the frontal, occipital or temporo-sphenoidal 
lobes, are strongly indicative of abscess. This con- 
dition may become latent and later recur, with fatal 
termination. 

Persistent headache, paroxysmal in character, 
slight failure of memory, unwonted slowness of 
speech, general lassitude, apathy and indifference, 
lack of will for mental exertion, aimless wandering, 
restless nocturnal automatism, somnolence, momen- 
tary giddiness and vertigo in a syphilitic patient 
are alarming symptoms. Epileptiform convulsions 
following a history of intense protracted headache 
should excite a suspicion of syphilis (Pepper; Four- 
nier). Epileptic attacks with hemiplegia or mono- 
plegia, incomplete but progressive, when not due to 
alcohol or uremia, in a subject over thirty years of 
age, are due to syphilis in 90 per cent. of cases. 
Brain syphilis may develop within three months, but 
is usually a late manifestation. 

Bilateral, jerky incodrdination, absence of choked 
disc, absence of vomiting and scanty speech are sug- 
gestive of diffuse sclerosis. 


The general appearance, high pulse tension, car- 
diac hypertrophy, albumin and casts in the urine, 
albuminuric retinitis, and less swelling of the optic 
disc, are characteristic of uremia. So closely do 
uremic symptoms resemble those of brain tumor at 
times that Bramwell makes the statement that one 
should never make a diagnosis of brain tumor with- 
out first excluding uremia. 

General paresis manifests a gradual dementia 
rather than dullness, and is complicated by 

1. Stupid delusions, sometimes grandiose. 

2. Motor symptoms, at first ataxic, later paretic, 

3. Pupillary alterations or defects. 

4. General tremors, causing speech and writing 
defects. 

5. Diffuse sensory disturbances. 

6. Supervention of a mania or melancholia. 

In the early stage one usually meets with pupil- 
lary changes, tremor of the tongue, facial muscles 


_and hands leading to speech and writing defects, 


mental alterations tending to eccentricity and vague- 
ness, with paroxysmal exacerbations lasting several 
days or longer. If to these symptoms are added de- 
lusions of grandeur, absence of headache, vomiting 
and optic neuritis, the diagnosis of paresis is pretty 
certain. 

The clinical manifestations of brain tumor are 
very similar to and not always differentiable from 
those constituting the symptom-complex of true 


_idiopathic epilepsy. It does seem that there should 


be some means whereby an epileptoid symptom- 
complex could be differentiated from that of a true 
epilepsy. Thus far, however, an inability to do so 
at times must be admitted, since, on the one hand, 
one often meets with cases which, during life, are 


regarded as true epilepsy, and after death autopsy 


reveals the presence of some organic lesion, while, 
on the other hand, one also meets with cases re- 
garded as epileptoid, due to some gross lesion, and 


operated upon as such, but operation and later au- 


topsy fails to disclose the existence of such. 


The diagnosis of epilepsy from the convulsions of 
organic brain disease presents many aspects and is 
of great importance. If the convulsions. are general 
and unattended by.any. other symptoms, the diag- 
nosis is impossible (Loomis. and Thompson). Epi- 
leptoid cases having every indication of .genuine 
epilepsy on careful examination often show vestiges 
of old plegias, ¢. g., unilateral excess of reflex, traces 
of paresis, slight retardation of growth, a certain 
amount of rigidity, ete. Organic epilepsy tends to 
exhibit a unilateral character in its spasms, 

Mistakes between epilepsy and brain tumor are 
most likely to occur in slow-growing tumors in Or 
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near the central convolutions. Convulsions almost 
always begin locally, but localization does not prove 
it. The presence of other symptoms are the most 
important indications. In the absence of these the 
etiological factors must be considered, e. g., a his- 
tory of epileptic inheritance or of syphilis. Epilepsy 
is probable 

1. If convulsions existing alone are first on the 
one side, and then on the other. 

2. By the length of time they exist as the only 


symptom. 

Intense, persistent headache, permanent hemi- 
plegic weakness, paralysis of cranial nerves, vomit- 
ing without cause, vertigo, dizziness, slow pulse, bi- 
lateral optic neuritis, mental disturbance lasting 
from one to two years, and convulsions are very 
strongly indicative of tumor. Convulsions of or- 
ganic brain disease are 


1. Generally unilateral when slight, bilateral when 
severe. 

2. Show a tendency to extend, becoming wholly 
general. 

3. Induce a secondary state closely resembling 
that of epilepsy, leading to the occurrence of both 
minor and major attacks. 


In attempting to arrive at a diagnosis one has to 
determine the presence, location and variety of the 
tumor, and to do this one must consider, on the one 
hand, the whole general symptom-complex, and, on 
the other hand, the local manifestations in the order 
of their appearance, method of development and ex- 
tension. 

The course of a brain tumor is usually gradual 
and progressive, with an increase in the number and 
intensity of the symptoms. The average duration is 
about fifteen months, unless the patient is carried 
off by some intercurrent disease. Death is usually 
in coma or convulsions, and in a few cases the pa- 
tients die suddenly, with all the manifestations of an 
acute intracranial vascular lesion. 

The treatment of brain tumors, with the excep- 
tion of those of syphilitic origin, is practically sur- 
gical where this is possible. Those of syphilitic 
origin usually respond to antisyphilitic measures. 
Even in those that are not luetic, however, the ad- 
ministration of iodides often produces a temporary 
amelioration of symptoms, and is apt to lead. one 
astray at times in arriving at a conclusion that the 
condition has a syphilitic basis. Where no benefit is 
derived following the administration of anti-syph- 
ilitic treatment for a period of three months, a lue- 
tic basis-may be excluded, and further treatment 
along that line is useless. 


SUBCUTANEOUS SECTION OF THE FA- 
CIAL MUSCLES TO ERADICATE EX- 
PRESSION LINES. 

By CuHartes C. Miter, M.D., 
CHICAGO, ILL. 


Exaggérated expression lines are the source of 
much distress to many women and the subcutaneous 
section of the muscles, which have become contrac- 
tured as the result of the long misuse of them, is one 
of the valuable means which the featural surgeon 
will have opportunity to apply with great frequency. 

In many women the appearance of the mouth is 
marred by the early development of a set expression 
as the result of the constant slight contraction of the 
labial muscles. The featural surgeon -should be 


Figure ubcutaneous Section of Facial Muscles, A, Se See. 
tion of Labial Muscles eiey. B B, Lines of Section o 
Orbicularis Oris. Lines of Section of Fibers ee” 
ble for Formation of the Nasolabial Fold. 


cognizant of the tendency of the individual to de- 
velop such a condition and all who consult him for 
featural imperfections of other nature should be 
told the precautions necessary to prevent the de- 
velopment of this fault. It is the tendency of women 
to give expression to every transient emotion by 
contracting the facial muscles or certain groups of 
them. As a result we see the early development 
of expression lines and the marring of the features 
thereby. The featural surgeon explaining this to 
young women may warn them against this misuse 
of the muscles. The young woman who is trained 
tc avoid the excessive play of certain of the facial 
muscles can prevent her features being distorted 
for many years and instead of aging rapidly she will 
retain her youthfulness to a remarkable degree. 
Confining my attention in this article to the mus- 
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cles about the mouth, I would first call attention to 
the tendency of the individual to advance the lower 
lip in the median line. This advancing of the lip 
is followed by the graduai deflection of the angles 
and a general appearance of compression as the 
result of the action of the orbicularis oris muscle. 
In time the angles of the mouth remain constantly 
depressed. This becomes the normal expression 
of the individual. The lips, too, are thin and shape- 
less and the correction of an extreme case is a matter 
of difficulty, if it is possible at all. Improvement 
only can be promised. The youthful “cupid’s bow” 
is lost forever. The young woman should be in- 
structed to avoid this set or distorted expression. 
It is a matter of habit and mimicry more than of 
feeling and if she is warned against it she can pre- 
vent it. Practice before a mirror to develop the ele- 
vating muscles at the angle of the mouth will have 
a remarkable effect upon them. I have yet to find 
the woman who developed this ability to voluntarily 
elevate the angles of the mouth who did not feel 
that it was amply worth the trouble. I know it has 
kept lips in shape for years after they would have 
become shapeless and unsightly had the woman been 
allowed to continue heedless of the action of these 
muscles. 

The relief of the contracture which has developed 
will interest the featural surgeon, for the woman 
who has well marked expression lines will appreciate 
their eradication. Where the angle of the mouth is 
depressed and the lip advanced below, I am quite 
sure that the most valuable operative steps will in- 
clude the section of the muscles of the central por- 
tion of the lip below, a section of the orbicularis 
oris at each oral angle in conjunction with a sub- 
cutaneous section of the muscles just external to the 
nasolabial line, parallel to it. The section of the 
muscles of the lower lip, and at the external angles 
of the mouth should be accomplished through punc- 
tures made in the mucus surfaces of the lips. If the 
parts be thoroughly scrubbed, the operative steps 
should not be followed by infection as these wounds 

close quickly and the tendency of the tissues about 
the mouth is to resist infection. 


Infiltration anesthesia renders these muscular sec- 
tions painless. Before the operator infiltrates the 
tissues at the angle of the mouth, the bundle of or- 
bicular fibers should be palpated between the thumb 
and index finger so that the surgeon is acquainted 
with the width of the bundle. The sectioning is 
accomplished by carrying the knife close to the mu- 
‘cosa, and then with a sawing motion the fibers are 
cut through until the edge of the blade may be felt 
just beneath the skin. 


Section of the muscles of the lower lip is accom- 
plished after infiltrating the tissues by carrying the 
knife downward and outward, then sweeping it close 
beneath the skin so that a fan shaped subcutaneous 
sectioning of the tissues is effected. 


A drop or two of collodion will seal a dry punc- 
ture for a few hours and after that time only oral 
cleanliness is necessary. Discoloration is to be ex- 
pected following these subcutaneous sections. It is 
due to subcutaneous hemorrhage. A pressure pad 
or straps about the neck and jaw and over the head 
may be used to minimize this subcutaneous bleeding. 
These straps may be removed a few hours after the 
operation. 
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POST-OPERATIVE OBSTRUCTION OF THE 
BOWELS. 
By Emory LAnpHear, M.D., PH.D., LL.D., 


Professor of Surgery in the Hippocratean College of 
Medicine, 


ST. LOUIS, MO. 


Following any operation within the abdomen there 
is more or less interference with peristalsis. In some 
cases—such as gastroenterostomy, intestinal resec- 
tion or anastomosis and wounds of the gut, inactiv- 
ity is favorable since it permits of the formation of 
protective adhesions; but in ordinary abdominal 
sections the conscientious surgeon feels anxiety until 
after the bowels have moved freely. For of all post- 
operative complications excepting acute sepsis, ileus 


paralyticus is most feared; and indeed many cases 


of so-called “obstruction” after operation are but 
acute sepsis, the non-movement of the bowels being 
merely one of the symptoms. But even when septic 
or agglutinative peritonitis is not severe, intestinal 
inertia may result in kinking of the gut with ad- 
hesions and fatal obstruction, particularly when 
there has been much rough handling of the intes- 
tines. 

Obstruction of the bowel soon after operation may 
depend upon: 


I. Paralysis of the bowel, either septic or spon- 
taneous. 
. Volvulus. 
. Internal hernia. 
. Thrombosis of the intestinal vessels. 
. Surgical interference with peristalsis. 
. Preoperative conditions. 
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1. A paralytic condition of the bowels, or at least 
an inability to move them properly, is one of the 
first symptoms of so-called “septic peritonitis,” 
really acute sepsis; and associated with the failure 
to pass gas or feces is vomiting—followed after a 
few hours by “reversed peristalsis,” the expulsion 
of bile-tinged water and mucus from the stomach, 
changing to stercoraceous vomiting. This is the 
“black vomit” of acute sepsis so greatly feared. It 
is to prevent this failure of proper bowel-movement 
that the experienced surgeon withholds opiates and 
gives early cathartics. Indeed some operators give 
a large dose of castor oil or a saline laxative two 
hours before operation—a rather commendable prac- 
tice if it be known positively that operation upon 
the intestine will not be necessary. And others be- 
gin the administration of half a centigram of calo- 
mel every hour as soon as the patient recovers con- 
sciousness, following it the next day with a saline 
purge or an ox-gall enema, or both. In addition to 
this, when reversed peristalsis becomes alarming one 
milligram of salicylate of eserin every hour may be 
given hypodermatically, repeated four times. And 
above all the stomach must be washed out twice 
daily with normal salt solution. 

But a paralytic condition of the bowel may arise 
which is not of septic origin. Rough handling, pro- 
longed exposure of the intestines to the air, and the 
prolongation of the intestinal inertia naturally fol- 
lowing any extensive intraabdominal operation may 
be followed by failure of the bowels to move. This 
paralysis of the intestine is said to be due to inhibi- 
tion from stimulation of the fibers of the splanchnic 
nerves, or from over-stimulation resulting in fatigue 
of the ganglia in Auerbach’s and Meisner’s plexuses. 
Hence to overcome this paresis of the muscles es- 
sential to peristalsis, stimulation of the sympathetic 
and spinal centers is imperative. Here, then, the in- 
jection of the salicylate of eserin works more effec- 
tively than in septic paralysis; and two milligrams 
of sulphate of strychnine hypodermatically every six 
hours will add to its efficiency. The saline laxative, 
also, is indicated. The best way to give it is to wash 
out the stomach with normal salt solution and then 
pour in two tablespoonsfuls of Epsom salts dissolved 
in as little water as possible and repeating the pro- 
cedure in four hours. An enema of strong alum- 
water also tends to induce a downward peristaltic 
wave. 


2. When these. measures do not result in free 
movement of the bowels and arrest of vomiting, the 
condition is a very grave one, because the trouble 
is either sepsis or due to some mechanical obstruc- 
tion—the one not to be benefited by secondary opera- 


tion, the other perhaps curable by early interference. 
Of the mechanical impediments the most easily rec- 
tified is twisting or kinking of the bowel, technically 
designated volvulus. This is easily distinguished 
clinically from intestinal paralysis, septic or other- 
wise, by the fact that it (like all the mechanical ob- 
structions) is accompanied by griping. It may be 
due to kinking in returning the bowels to the abdo- 
men or by the adhesion of two surfaces of a coil 
of gut partially or wholly denuded of its serosa. 
It is most likely to occur in the sigmoid; so when 
suspected, copious enemata through the high rectal 
tube must be given in the hope that the intestine 
may be straightened. If this fails, immediate re- 
opening of the belly and correction of the difficulty 
is advisable. But it takes a vast amount of courage 
to do this, particularly in the face of opposition from 
the family and the criticism that “something was 
done wrong.” Yet there should be no delay when 
the indication seems clear. Many lives have been 
saved by such brave operative work. ’ 

3. During operation, a hole may be torn in the 
mesentery through which a loop of intestine may 
slip and become attached in such a way as to produce 
a fatal internal hernia; or the intestine may crawl 
in between the uterus and belly-wall in an opera- 
tion for ventral fixation and be caught with like re- 
sult. Such a condition may, necessarily, be relieved 
only by reopening the abdomen and correcting the 
trouble. 

4. Thrombosis of the intestinal vessels is far more 
common than generally suspected. By reason of 
faulty technic the mesenteric vessels may be injured 
in such a way that the blood supply of a consider- 
able area of gut is cut off and localized gangrene 
with fatal perforation follows. Or by tearing ad- 
hesions around abscesses, tumors, etc., the operator 
may without fault so injure these vessels that throm- 
bosis follows. On opening the abdomen for this 
complication there will generally be found a lot of 
dark-colored fluid (with fecal odor if perforation 
has already occurred) ; hence copious irrigation is 
advisable. This is one of the few instances in which 
water is of use in the abdominal cavity. If the 
general condition of the patient will permit, a re- 
section of the bowel should be made—the enteror- 
rhaphy being well beyond the area of possible exten- 
sion of gangrene—by means of a Murphy button. 
Generally the condition of the patient is such that 
extreme haste is imperative; in which case it is best 


“merely to bring the affected loop well out of the 


adbomen, irrigate the belly, dry it, pack gauze im 
around the extruded intestine sufficiently tight to 
prevent more gut from being forced out, then clamp 
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healthy gut above and below the dying portion and 
cut away all of the necrotic part and a little more, 
tying the bleeding vessels with fine catgut. The 
clamp on the upper extremity of the cut intestine 
may be removed in twenty-four to forty-eight hours 
and the bowels allowed to move into cotton. If this 
artificial anus be high in the ileum or jejunum it 
will be necessary to do a secondary operation within 
a few days—as soon as the patient is out of immedi- 
ate danger. The best operation is to invert the ends 
of the gut, sew them over by at least one row of 
Lembert sutures (two rows are better on the upper 
portion of gut as the point of closure has to with- 
stand the force of the entire fecal stream) and then 
make a wide lateral anastomosis, the belly to be 
closed without drainage. 

5. Among the causes of failure of the bowels to 
act must be mentioned inclusion of a part of the 
intestine in a ligature or suture. Rarely the rectum 
has been ligated and cut across by mistake, the error 
in technic being demonstrable at the post-mortem 
examination. Occasionally other portions of the in- 
testine have been similarly mistreated ; but most often 
a needle is thrust through a small section of the sig- 
moid in ligating the broad ligament or a little of the 
small intestine is caught in the suture when the peri- 
toneum is being closed. In such cases the bowels 
have a singular inclination not to move however 
much they may be encouraged by enemata and purg- 
atives, even though there is not the slightest leak- 
age at the point of local injury. Correction of the 
difficulty by secondary operation is the only treat- 
ment. However, the patient usually dies even when 
the source of trouble is removed early. Wounding 
of the bowel may occur during the separation of ad- 
hesions ; and unless this is noted at the time and the 
injury attended to by proper closure of the opening, 
fatal sepsis may result. Or an obstruction of the 
bowel may seem to be present by reason of na- 
ture’s arresting peristalsis while adhesions form as 
an effective barrier against leakage. When such a 
condition is suspected (as when extensive ad- 
hesions have been roughly separated deep in the pel- 
vis) it is far better to keep the patient absolutely 
quiet by large doses of morphin than to give cathar- 
tics, etc., in the vain hope of securing early bowel- 
movement. When it is known that the bowel is 
injured, as in removal of the appendix, closure of 
intestinal wounds, etc., it is best not to try to force 
peristalsis. Rather is it advisable to give enough 
opiates to prevent bowel movement for at least two 
days, and three are better. Another surgical inter- 
ference with peristalsis is too close packing of the 
pelvis, or sometimes other parts of the peritoneal 


space. The bowel is pressed between the packing 
and the hard walls or is caught in the folds of gauze 
as they are jammed in to control oozing and a me- 
chanical obstruction of the bowel is produced. For- 
tunately the packing is generally removed within 
forty-eight hours and the bowels then take care of 
themselves. But sometimes symptoms of obstruc- 
tion persist after the tampon is removed and it then 
becomes necessary to reopen the wound and over- 
come the difficulty if possible, by liberation from 
bands, resection of gut if pressure-necrosis has 
arisen or formation of an artificial anus as a dernier 
ressort. Rough handling of the intestines, too, may 
cause such abrasion of the serosa that the intestine 
may attach itself to some raw surface and in this 
way become fixed even if not twisted, and so give 
rise to serious symptoms of obstruction. For which 
reason the intestines should be handled in soft gauze 
pads instead of the hands or retractors, and not sub- 
jected to wiping. The obstruction from this source 
is more likely to be late—probably months after 
operation, a stricture or bands or a twist being 
found when the abdomen is opened. 

6. Not infrequently certain conditions existing 
before operation are not recognized during the ex- 
citement of the work and so, uncorrected, lead to 
obstruction. This is conspicuously the case in ad- 
hesions of the gut around the infected areas of an 
appendicitis. On account of this death from ob- 
struction of the bowels occurs quite often in appen- 
dicitis operated upon at the height of the inflamma- 
tory process. Hence the advice to operate during 
the first forty-eight hours of the disease or else let 
the case go on until the eighth to tenth day when 
the abscess is well walled off and the conditions such 
that they can be met without danger of injury to 
contiguous gut by packing, tearing, etc. Adhesions 
around an inflamed gall-bladder, too, may not be 
discovered and a tight packing induce acute angling 
of the colon or ileum with immediate obstruction. 
Also in certain conditions there may be an obstruc- 
tion from impacted feces, from inflammatory bands, 
etc., just beginning at the time of operation. Per- 
haps the obstruction rather than the disease is pro- 
ductive of the acute symptoms—vomiting, collapse 
and so on—and the obstruction not being discov- 
ered, death may follow although the pathological 
condition for which operation was undertaken may 
have been perfectly remedied. 

Obstruction of the bowels may appear late—after 
the patient has returned home and is considered per- 
fectly well—strictures, bands, adhesions and scar- 
contractions causing it. For the prevention of this 
the experienced abdominal surgeon has learned to 
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cover all denuded points with peritoneum when pos- 
sible, even the omentum being stitched over any raw 
surface which cannot otherwise be protected. 

But whenever symptoms of obstruction appear, 
however late, the wise surgeon opens the belly and 
corrects the cause at the earliest moment the patient 
will consent to operative work. Inability to secure 
bowel-movement, followed by vomiting which 
changes from being merely bile-stained to strecora- 
ceous, and not relieved by gastric lavage, especially 
if associated with distention of the abdomen and 
griping, cannot be mistaken. They form a group of 
symptoms invariably meaning mechanical obstruc- 


tion, and certainly indicate immediate operation. To 


wait until collapse appears is a crime: it spells death 
itt; -most cases. 

Inthe possibility of encountering 
difficulties such as these, lies the incentive to refer 
patients to experienced operators rather than sub- 
ject them to the hands of the “county-seat surgeon.” 
Every such operator should be prepared to open 


the abdomen in any case of emergency—acute ap- 
pendiceal rupture, strangulated hernia, intussucep- 
tion and even Cesarean section. But when it comes | 


to an operation of choice, where the patient can be 
sent to a good hospital and secure the services of a 
skilful operator who has (a) become possessed of 
great anatomical knowledge, (b) who has been 
taught much pathology, (c) who has spent months 
assisting some master of abdominal surgery and 
(d) who has by the successful management of many 
hundreds of cases in his own work learned not only 
to. overcome operative difficulties readily but also 
to carry the patient through the dangerous post- 
operative days—it is little less than criminal to per- 
mit the inexperienced or infrequent operator to open 
the: abdomen. The doctor who will permit some 
ambitious friend to undertake the operation “for ex- 
perience” (unless he has had the advantages al- 
ready specified) or to gain local prestige as a sur- 
geon, is taking dangerous liberties with the life of 
the patient who has trusted him. Entirely too many 
bellies are being opened by inexperienced “sur- 
geons.” 


FATALITY OF APPENDICITIS. 


The fatalities in appendicitis are always due to its 
complications, and it needs but a hasty consideration 
of the common complications to convince one that 


they are nearly always caused by an extension of. 


the inflammatory process beyond the limit of the 
structures of the appendix.—THomas E. SPENCE in 
the Long Island Medical Journal. 


FAILURES IN EMERGENCY DILATATIONS 
OF URETHRAL STRICTURES. 


By Ferp. C. VALENTINE, M.D., 
AND 
Terry M. Townsenp, M.D., 


NEW YORK. 


Success in an emergency dilatation, when the pa- 
tient is unable to eject the vesical contents, may be 
materially impeded, or even excluded by several 
conditions, These are: 

I. Insufficient patience or lack of special train- 
ing in urethral work on the part of the operator, 

2. Unwillingness of the patient to submit to 
slight discomfort. 

3. Urethral hyperesthesia so marked, as to ren- 
der impossible even the gentlest instrumentation. 

4. Neurasthenia that prevents even preliminary 
cleansing of the prepuce and glans. 

5. Severe lacerations or multiple false passages, 
made by forcible attempts to traverse the urethra.’ 

6. The urethral stone wedged into the tissues 
behind a stricture. 

1. It frequently falls to the lot of the genito- 
urinary specialist to meet in consultation men whose 


general attainments and diagnostic, therapeutic and 


operative skill command admiration. Many of these 
frankly admit that the reason for consultation ‘lay 
in lack of patience and absence of special training 
for the delicate manipulations reaper for urethral 
work. 

Such colleagues would not need the urologist’s: 
aid in the conditions under consideration, had they 
given instrumentation of the urethra the same de- 
gree of attention they devote to other, larger work: 
It is somewhat amusing to confess that most of the 
gentlemen now in mind come to consultations in the 
expectation of being obliged to perform paracentesis 
of the bladder, if not perineal section. In no in- 
stance has either intervention been required in these 
cases, during the past fifteen years. It is satisfac- 
tory to relate, as a result of this experience, that the 


" gentlemen accustomed to only major operative work 


invariably have proved prompt converts to the sim- 
pler and safer procedures previously outlined.* 

2. In some cases the patient alone is to blame 
for the primary failure of the attempts to relieve 
him, because of his unwillingness to submit to the 
slight discomfort to which he must necessarily 
be subjected. Occasionally the séance is very pro- 
longed, obliging the patient to remain in practically 
one position for several hours. He grows restless 


*The Emergency enon of Urethral Strictures. AMERICAN 
JournaL or Surcery, May, 1 
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and, if unruly, prefers to take the chances of danger 
over the necessary restriction even for the compara- 
tively short time required to find the urethral lumen. 
It is the part of the conscientious operator to use 
such persuasion as will lead the patient to persist- 
ence, until the stricture is traversed. If such a self- 
indulgent person cannot be encouraged into submit- 
ting to the inevitable restraint involved, the only 
chances for his life will be in aspiration of the blad- 
der or external urethrotomy. 

A class of patients that can be embraced in this 
category, are those who “celebrate” their relief from 
the distress of retention, in an alcoholic debauch. 

The criminal unbridling of common sense then 
leads to displacement and even removal of the fili- 
form that cost so much trouble to insert. If this 
does not suffice to satisfy the vagaries of the, unbal- 
anced mind, the patient, in his drunkenness seeks 
gratification of the sexual impulse. When the re- 
sultant ejaculation is not painful enough to dissipate 
the intoxication and make the victim conscious of 
his folly, a new attack of retention is the punishment 
he draws upon himself. Then nothing remains to 
be done except to repeat the whole procedure. It 
will be found more difficult than the first attempt, 
owing ‘to the congestion that has been induced. 


Urethral hyperesthesia may prove a serious 
impediment in an emergency dilatation. It may 
be so severe as to tempt the operator to employ 
general or local anesthesia to attain the ends in view. 
The objections to anesthetics in such cases have 
been mentioned in the paper before quoted. 

Fortunately for such patients, Octave Pasteau 
introduced to the profession a thirty-three per cent. 
mixture of malaleuca sempervirens with sterile’ oil. 
It has been used daily by us in practice for the past 
four years, without a single untoward result. In no 
case of urethral hyperesthesia has it taint: to ae 
immediate relief. 

Whenever urethral hyperesthesia is so intense as 
to positively preclude even the gentlest instrumen- 
tation, the urethra may be slowly filled as far as pos- 
sible with the mixture mentioned and the prepara- 
tion held there for from three to five minutes. 
esthesia is not induced thereby, but such marked 
analgesia résults that instrumentation can be con- 
ducted with as much safety as in a aeliaiainiauanans 
urethra. 


4. There is fortunately a small class of pitiable 


patients who can with difficulty be persuaded to 


mount an operating table and with more difficulty 


be urged to open their garments sufficiently to ex- 
pose their genitals. Then even the suffering from 
inability to urinate will not cause them to refrain 


from absurd contortions of the entire body, when 
a hand is extended to cleanse the penis. Attempts 
at controlling these patients by force, is as ineffec- 
tual as is persuasive argument. 

The operator must be endowed with superhuman 
patience, if one of these unfortunates does not drive 
him to exasperation. This is more likely to occur 
if the preceding patient chanced to be a little boy 
whose manly fortitude made him a satisfactory 
coadjutor in the manipulations necessary for ex- 
ploration. 

Neurasthenics who will not permit even palpation 
of the genitals, frequently themselves unhesitat- 
ingly grasp and crush these organs in their hands, 
when struggling to shield them from the surgeon’s 
approach. They thus unconsciously demonstrate 
that no local hyperesthesia exists to excuse their 
pusillanimity. For these unfortunates general anes- 
thesia, despite the objections existing thereto, is in- 
evitably a precursor to urethral instrumentation. 

5. In former times the specialist was frequently 
called in consultation to see patients with urethre 
torn and with false passages thrust through them, 
in consequence of the unwise zeal with which in- 
strumental relief had been attempted. Such evi- 
dences of misdirected energy have happily become 
quite rare, 

Another set of individuals, by no means to be 
classed with the operators referred to in the pre- 
ceding paragraph, are the irregular practitioners 
who offer to “dissolve strictures without the use of 
instruments.” The injuries worked by these people 
are even more severe than those resultant = 
badly managed instrumentation. 

When urethral lacerations or false passages exist, 
the technic of dilatation for the relief of urethral 
retention does not differ essentially from that dis- 
cussed in the paper mentioned before (see this 
Journal for May, 1907). The educated fingers ap- 
preciate when a filiform is in a false passage; the 
instrument left there serves to occlude it to its suc- 
cessor. Thus each false passage is kept stopped 


- until one filiform has been guided through what has 


been left of the urethral lumen. The other instru- 
ments are then removed and the one traversing the 
urethra to the bladder is fastened in situ to do its 
work of dilatation. In the meantime the walls of 
the false passages have opportunity for cohesion. 

When, however, the lacerations and false passages 
are very large and devious andthe patient’s condi- 
tion is such that delay of even several hours is 
fraught with danger, then vesical puncture may be 
immediately required. 

In some cases injury to the urethra may be so 


_ 
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severe and extensive that the channel cannot be 
found by external incision. The penile and perineal 
tissues are then usually infiltrated with urine. This 
may make it necessary to add to external urethro- 
tomy, retrograde catheterism, through the bladder 
opened above the pubis. 

6. A stone wedged into the tissues behind a 
stricture in the pendulous urethra may offer an in- 
superable impediment to urination and may also 
prevent the passage of an instrument. 

In such a case the easier way of obtaining imme- 
diate relief is by thrusting the stone back into the 
biadder. This is objectionable for two reasons: 

a, when dealing with a rough stone, its forced 
backward course is likely to lacerate the urethra 
extensively ; 

b, the stone forced into the bladder may prove a 


nucleus for the formation of a larger calculus and: 


thus expose the patient to the need of a more im- 
portant operation. 

While, in isolated instances, it has been possible 
to so change the position of the urethral stone that 
the next effort at urination has ejected it, the pos- 
sibility of so fortunate an outcome is too remote to 
justify the attempt. 

A disadvantageous method for the patient and an 
easy way for the surgeon to relieve the pendulous 
urethra of a stone, is to cut down upon it. The re- 
sultant urethral fistula, as all know who have dealt 
with this condition, is very difficult to treat suc- 
cessfully, as it naturally requires perineal section 
tu divert the course of the urine, while the repaired 
fistula is allowed to heal over a retention catheter. 
The method mentioned puts the patients to risks 
and confinement, which an ordinary urethral stone 
does not warrant. 

However, the removal of a stone per urethram 
is not always so easy a matter as its description 
would make it appear. And indeed, when the stone 
is wedged in the perineal portion, it is as a rule 
wiser to omit attempts at its extraction via this 
channel. Then it is best to cut down on the foreign 
body at once, remove it through the artificial open- 
ing and treat the case as one of ordinary perineal 
section. 

When the stone lies in the pendulous portion of 
the urethra, and by accretion from the urine tra- 
versing it, has not grown too large for removal 
through it, external manipulation should be tried to 
first so displace it that its longer axis coincides 
with the axis of the urethra. Even if it cannot then 
be dislodged by the urinary stream, it will be in a 
more favorable position for removal by the meas- 
ures indicated below. 


Inserting the largest urethroscopic tube that will 
traverse the channel to the site of the obstacle, its 
exact location and character can be determined. 
Thereupon, careful manipulation through the tube 
with a blunt curette, such as is used for delivering 
a cataract, may, if the stricture is not too tight, or 
rigid, enable the operator to release the stone. 

Should the stricture prove too unyielding for the 
operation described, attempts to widen its cali- 
ber may be made with the urethral forceps by in- 
serting it through the tube and cautiously opening 
its jaws. The stone thus may be freed, and then 
can be grasped firmly and carried from the urethra 
together with the urethroscopic tube. 

If the jaws of the forceps are inadequate to 
stretch the stricture, Oberlaender’s intraurethral 
knife may serve to make minute incisions into the 
margin of the stricture, causing it to yield sufficient- 
ly to allow the stone to be extracted by the forceps. 

It is perfectly true that in many instances stones 
have been removed from the urethra without the 
aid of the urethroscope as above described. They 
have been grasped by forceps and simply dragged 
out. Generally, however, the traumatisms inflicted 
upon the channel in healing, left heavy scars, which 
required long treatment or internal urethrotomy for 
their cure. 


THE PAIN OF URETERAL CALCULUS. 


Besides the prodromal lumbar ache that persists 
and subsides gradually after the sharp colic attack, 
ureteral lithiasis is characterized by the radiation 
of the pain. In the crisis of the acute colic there is 
generally a point in the line of the ureter from which 
the pain seems to shoot upward into the kidney 
and downward along the distribution of the genito- 
crural nerve. The point of greatest intensity is fre- 
quently over the seat of the obstruction, and when 
the upper portion of the ureter near the kidney is 
involved the pain is accompanied by nausea and 
vomiting. This is more liable to occur when there 
is complete occlusion. The distribution of the 
pain differs from that of renal calculus in that it 
does not radiate around the body, and from calcu- 
lus in the juxta-vesical portion of the ureter in that 
it does not approximate that of vesical stone. It 
does not involve the glans penis, the urethra or 
the meatus urinarius. Stone in the upper ureter 
often produces a reflex contraction of the psoas 
muscle. There is found to be a characteristic tend- 
ency to flex the thigh upon the body in these cases 
and an unwillingness to extend it, even after the 
acute attack of pain has subsided—Cuartes L 
LEONARD in the Annals of Surgery. 


. 
a 
| 
i 
| 


AMERICAN 
JOURNAL OF SURGERY. 


242: 


WaRE—SuRGICAL PosturREs. 


August, 1907. 


SURGICAL POSTURES. 


By Martin W. Wake, M.D., 


Adjunct Attending Surgeon, Mount Sinai Hospital; 
Surgeon to the Good Samaritan Dispensary, 


NEW YORK, 


(Continued from the July number.) 
PosturE FOR APPLYING THE Hip SPIca. 

One of the main requirements in the application 
of a hip spica is an elevated position of the pelvis, so 
that the turns of the bandage may be made to pass 
around it. The elevation is effected by what is 
spoken of as a hip-rest. This device—of a very 
varied pattern—in addition to holding up the pelvis 
acts as a fulcrum over which it is possible to effect 
an hyperextension at the hip joint. In this exag- 
gerated position it is possible to apply a smooth 
fitting spica for the immobilization of the hip; or a 
snug compression dressing for wounds in the in- 


Fig. 43. Position for Applying Hip Spica. 


guinal region. The hip rest must not protrude into 
the perineum. Strictly, it is placed beneath the 
sacrum. As pictured in Fig. 43, such a “rest” may 
be improvised by a jar or a basin. The superim- 
posed fists of an assistant may do the same service 
in an emergency. Both thighs should be adducted 
to permit of the passage of the turns of the band- 
age. In the correction of the congenitally dislocated 
hip or fracture at the hip, extreme abduction of the 
thighs is to be assumed. 

PosITION IN APPLYING THE ESMARCH BANDAGE 

FOR IscHEMIA. 

To bring about artificial anemia (ischemia) of a 
member all the blood should be displaced from it 
and no more allowed to enter it. This can best 
be effected by elevating the extremity for a period 
of time (Fig. 44). The assistant holds the limb 
up, until it appears blanched. Then a constricting 
bandage of elastic webbing or pure gum is applied 


so tightly while the limb is in an elevated position 
that the pulse is obliterated. 


Fig. 44. Position in Applying the Esmarch Bandage for Ischemia. 


PosITION FOR APPLYING A BANDAGE TO THE 
THORAX, 
Upon the completion of an operation upon the 
thorax or breast a bandage can be properly applied, 
only if a position is given to the patient so that the 
turns of the bandage may be freely made to pass 
around the back. The latter must not be in contact 
with the table. It will therefore be necessary either 
to draw the patient to the head-end of the table, an 
assistant or two supporting the overhanging body, 
o1 an equally good position may be maintained by 
swinging the body around, so that it overhangs the 
side of the operating table (Fig. 45), and is sup- 
ported by an assistant. ; 
PosITION OF THE LOWER EXTREMITY PREPARATORY 
To AMPUTATION. 


Amputation of the leg or thigh is materially ex- 


Fig. 45. Position for Applying Bandage to the Thorax. 


pedited by placing the limb to be sacrificed in proper 
position. The entire length of the limb should be 
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held horizontally, freed from any underlying sup- 
port, wherefor the gluteal fold should be flush with 
the edge of the table (Fig. 46). The other extremity 


Fig. 46. Position of Leg Preparatory to, Amputation. 


with thigh abducted should be flexed at the knee, 
the foot hanging or resting upon a chair. Thus 
free access to all sides of the affected limb is ob- 
tained. 

VosiTIoN FoR INTRODUCING THE STOMACH TUBE. 


The introduction of a stomach tube for whatever 
purpose, feeding, withdrawing the contents of the 


Fig. 47. Position for Introducing the Stomach Tube. 


stomach, or gastric lavage, can be accomplished 
with the patient in the erect posture (Fig. 47). The 


escape of saliva and other fluids which issue from 
the mouth while the tube is in situ are better taken 
care of while the patient is erect. They flow down 
the apron suspended about the patient’s neck. For 
the easy passage of the tube, the patient should be 
directed to throw his head backwards, thereby bring- 
ing the pharynx in a more direct line with the 
esophagus. The tube need not be made slippery 
with any medium. After disinfection it is directed 
to the pharynx, the muscles of which grasp it as in 
the act of deglutination. The physician from this 
moment on keeps feeding more and more of the 
tube until the stomach contents begin to flow by 
syphonage.. When this stage has been reached the 
patient may assume the recumbent posture. It is 
also possible in greatly enfeebled individuals to pass 
the stomach tube in the supine position, the head 
being: moderately hyperextended. 


Fig. 48. Position for Introducing the Esophagoscope. 


PosITION FoR EsoOPHAGOSCOPY. 


There are three positions vouched for by the ex- 
ponents of endoscopy of the esophagus, viz., the 
erect, the dorsal (supine) and the lateral postures. 
A great relaxation of the muscles is associated with 
either of the two latter. Whichever position is re- 
sorted to the head must be placed under the control 
of an assistant, who alters the position to corre- 
spond to the various movements of the esophago- 
scope. Most serviceable and humane is the lateral 
posture (Fig. 48). The patient is placed on his side 
with shoulders resting upon a pillow; an assistant 
holds the head and while it is in moderate hyper- 
extension the endoscopic tube is introduced by the 
cperator, who is seated. The examination does not 
call for a narcosis, nor for cocain anesthesia, yet it 
is incumbent upon the patient not to speak but to 
make known his wish for the withdrawal of the tube 
or other matters by prearranged gestures. 

PosITION FOR BRONCHOSCOPY. 


The dorsal (supine) position, with the head later- 
aliy placed and moderately hyperextended, permits 
of the introduction of a long endoscope into the 
larynx, trachea, and finally the bronchus, inasmuch 
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as these are brought into a more direct line. To 
introduce the tube it is necessary to thoroughly anes- 
thetize the larynx and trachea with cocain. Bron- 
choscopy may be directly practiced by way of the 
larynx, or, this failing, by way of a tracheotomy 
wound, 
LaryNcoscoric EXAMINATION. 

Patient and physician are seated on the same 
level. The limbs of the physician may be placed to 
either side of those of the patient (Fig. 49). The 


Fig. 49. Position for Laryngoscopic Examination. 


source of light to be reflected from the mirror on 
the physician’s head is placed back of the patient 
and should be adjustable as to level and its location 
to either the right or the left of the patient. The 
left hand of the physician grasps the tongue and 
the right hand guides the mirror, which is to be 
placed in the interior of the patient’s mouth. 
OpTHALMoscoPic EXAMINATION. 

The physician and patient occupy the respective 
positions described for laryngoscopic examination 
(Fig. 50). The source of light is behind and to 
either side of the patient’s head. In the indirect 
method, the physician’s eye is at some distance (15 
inches) from the patient, and an intervening convex 
lens is grasped at its edge by the thumb and index 
finger of the left hand and held the length of its 
focal distance from the patient’s eye. The remain- 
ing fingers of the left hand are placed on the pa- 
tient’s forehead and aid in steadying the lens. If 
the picture be indistinct the focal distance of the 
head of the physician is to be varied by moving it 
further backward or forward. In the direct method, 
the physician’s eye is within one inch at the utmost 


from that of the patient. The light is to the right 
of the patient when the right eye is to be examined 
and to the left when the leti eye is to be examined. 


Fig. 50. Position for Ophthalmoscopic Examination. 


the physician using his left eye when examining the 
left eye and his right eye when examining the right 
eye. No intervening lens is employed. 

(To be continued.) 


EPIPHYSEAL SEPARATION OF THE RADIUS. 


Epiphyseal separation of the lower end of the 
radius occurs more frequently than supposed, the 
usual diagnosis being Colles’. It is to be suspected 
in a patient who is under twenty years of age. 
Pain and tenderness are felt along the epiphyseal 
line, which is lower than in a fracture. There -is 
usually no lateral displacement, the line of separ- 
ation is transverse, crepitus is soft, reduction is 
easily accomplished, and there is little tendency to 
recurrence of the deformity. In older patients a 
layer from the dorsum of the bone is usually torn 
away with the epiphysis.. Separa- 
tion of the lower epiphyses of both the ulna and radi- 
us presents much greater difficulties in the treat- 
ment than does separation of the radial epiphysis 
alone. It is often impossible to get them accurately 
replaced, so healing occurs with some deformity, 
and this increases the chances of arrest of growth. 
—Joun D. Exiorr in The Hahnemannian Month- 
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BLOOD EXAMINATION IN SURGICAL 
DIAGNOSIS. A PRACTICAL STUDY 
OF ITS SCOPE AND TECHNIC. 

By Ira S. Wie, M.D, 

NEW YORK CITY. 


(Continued from the July number.) 

The blood in normal females, 
BLoop VARIATIONS as previously stated, varies but 
IN OBSTETRICS slightly from the blood in 
AND GYNECoLocy. males. After puberty the total 
number of red corpuscles is 
4,500,000, instead of 5,000,000, as found in males. 
The physiological activities produce greater varia- 
tions than exist in the blood of males; but, general- 
ly, the leucocytes, platelets and hemoglobin are pres- 
ent in proportions similar to.those found in the blood 

of males. 

Menstruation is a normal, physiological process 
and causes per se no alteration of the normal blood 
picture. In exceedingly profuse menorrhagia there 
may be only a slight reduction of the red corpuscles. 
According to Vierordt, a hemorrhage of 1/50-1/20 
of the total blood volume is necessary to cause an al- 
teration in the nature of the blood constituents. It 
iz a safe rule to regard an anemia during menstrua- 
tion as dependent upon some cause other than the 
menstrual discharge. Chlorosis may very occasion- 
ally be the underlying cause of menorrhagia while 
it is most frequently the basis of amenorrhea. 

The relation between chlorosis and deficient 
sexual development has been frequently noted. Ro- 
kitansky and Virchow described a lack of develop- 
ment in women with severe and rebellious chlorosis. 
Steeda’s figures, based upon an examination of 
twenty-three chlorotics and two hundred and thirty- 
three non-chlorotic women, reveal the necessity for 
careful examination of chlorotic girls. In fourteen 
cases a puerile type of pelvis was found; in nine, de- 
ficient development of the external genitalia ; in five, 
infantile uterus ; in twelve, ovaries smaller than nor- 
mal; in five, poorly developed breasts. In brief, 
73%-79% of chlorotics exhibited one or more anom- 
alies of sexual development, whereas only 27.5% of 
non-chlorotics showed any genital maldevelopment. 
The blood picture of leucorrheic individuals is main- 
ly that of chlorosis,—deficiency of red corpuscles 
and a disproportionate lack of hemoglobin. 

Pregnancy, with its attendant anatomical altera- 
tions and accentuated physiological activities, pro- 
duces no pronounced changes of the red corpuscles. 

The proportion of hemoglobin, as determined by 


frequent estimations, may possess excellent prog- 
nostic value. This is particularly true in cases 
wherein hemorrhages may have occurred before the 
patient is under the care of a surgeon. In ectopic 
pregnancy, with repeated small internal hemor- 
rhages, the hemoglobin becomes low very early. 
Generally speaking, if for any reason the hemo- 
globin falls to 40%, it is far better surgery to induce 
abortion than to chance the serious loss of blood 
consequent to a spontaneous abortion. And it is 
most noteworthy that abortions are far more likely 
to occur in anemic subjects than in women with 
high percentages of hemoglobin. No marked anemia 
is normal in a pregnant woman. There is fre- 
quently found, however, a moderate decrease of red 
corpuscles during the early months of pregnancy, 
remaining constant during the middle period, and 
returning to normal at the end of pregnancy. Dur- 
ing the first seven months the hemoglobin is slightly 
decreased. A slight leucocytosis of the mixed type 
is noticeable. Payer ascertained the average red 
cell count to be 4,529,000 in twenty-one normal, 
pregnant women. He also found no reduction of 
hemoglobin. His examinations, made four hours 
after breakfast to exclude possible error from a di- 
gestive leucocytosis, revealed slight absolute leuco- 
cytosis. - 

The leucocytes reach their greatest number at 
the end of labor. I believe that the leucocytosis fol- 
lowing labor is due to shock, hemorrhage and anes- 
thetic, and is in no sense a physiological leucocy- 
tosis. There is a decrease in the leucocytes after 
parturition and a slight rise as the breasts take on 
their functions. Carton found a leucocytosis of 
8,000 to 15,000 during the last months of pregnancy 
and found the number of polynuclear neutrophiles 
to constitute 70% to 80% of the total number. The 
leucocytosis is higher in primipare than in multi- 
pare, but I have failed to note any variation in the 
relative polynuclear leucocytosis. Cabot has found 
leucocyte counts as high as 25,000 and 37,000. The 
leucocytosis is rarely to be found before the third 
month of pregnancy, hence it may be regarded as a 
symptom occurring during the second trimester. 
During uncomplicated pregnancy eosinophiles are 
always present. During the puerperium the total 
number of leucocytes falls rapidly and by the fourth 
day it usually reaches normal. If lacerations, pro- 
fuse secondary hemorrhage, phlebitis, septicemia, 
enlarged, tense, painful breasts occur, the fall in the 
number of leucocytes may be delayed, or a second- 
ary rise may follow. It is noteworthy that there 
is no rejation between the temperature curve of the 
puerperium and the number of leucocytes. If the 
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leucocyte count be high, and a corresponding in- 
crease of the polynuclear neutrophiles occurs, the 
prognosis is excellent while the eosinophiles still ap- 
pear. The favorable prognosis is enhanced if the 
eosinophiles increase while the neutrophiles de- 
crease. If the eosinophiles decrease while the poly- 
nuclear neutrophiles increase, whether or not the 
total leucocyte count rises, the prognosis becomes 
serious and some complication requires immediate 
investigation. In all puerperal conditions a return 
of the eosinophiles and basophiles is of excellent 
prognostic import. Aside from the prognostic value 
of the eosinophiles mania may be differentiated 
from septic delirium, for in mania generally the 
eosinophiles are generally relatively increased and 
there is no absolute leucocytosis, while sepsis in 
general presents a neutrophilic leucocytosis. Eclamp- 
sia, when accompanied by an increase of leucocytes, 
is more favorable than when a leucopenia exists, as 
better resistance is indicated. 


Puerperal sepsis may show no leucocytosis. Leu- 
copenia may be present if the infection is so severe 
2s to paralyze the leucoblastic tissues. When a mild 
infection occurs in a patient of great resistance, a 
leucocytic reaction is the rule. The higher the 
leucocytosis, the more favorable the prognosis. 
When only mucus surfaces are involved in sup- 
puration, only mild leucocytosis is induced. In 
gonorrheal inflammations, for example, high leu- 
cocyte counts are uncommon unless there is a sec- 
ondary infection. In chronic types, the blood pic- 
ture may not be abnormal. In the puerperium, 
when hemorrhage and lacerations may cause sus- 
tained leucocytosis, the leucocytes may fail to give 
any suggestions of existing sepsis. The red cor- 
puscles are very: likely to reveal the presence of 
a lethal agent in the blood. Any septicemia pro- 
duces anemia rapidly, but none so markedly as does 
puerperal septicemia. A rapid loss of red cor- 
puscles, not due to hemorrhage, is one of the early 
signs of sepsis. Grawitz narrates a remarkable 
case wherein the red corpuscles fell to 300,000 with- 
in twenty-four hours. The hemoglobin falls pro- 
portionately to the red cell deficiency. According 
to Hayem and Taenissen, the loss of red corpuscles 
averages from 200,000 to 1,000,000 per week. The 
rapid fall of red corpuscles is accompanied by a 
diminution in the size of the corpuscles and de- 
creased rouleaux formation. The pernicious effect 
of the toxic agent is manifest in the scarcity of 
normoblasts as evidence of regeneration. With the 
destruction of red corpuscles below 3,500,000, prog- 
nosis becomes less favorable. 

Blood cultures may be made when septicemia 


is of doubtful origin, but failure to find an organ- 
ism in the blood is of purely negative value. Posi- 
tive findings are of inestimable value in cases pre- 
senting obscure symptoms hardly suggesting sepsis. 
Puerperal sepsis is accompanied by a pronounced 
iodophilia. Sudden exacerbations of fever accom- 
panied by chills and sweats, are suggestive of ma- 
laria. If plasmodia can be found in the blood, the 
diagnosis is immediately cleared up. 


In suppurative conditions, as appendicitis, salpin- 
gitis, pelvic or tubo-ovarian abscess, the general 
rules regarding leucocytosis in pus cases hold true. 
Operations may be based on blood examinations 
only when the interpretation is founded on the clin- 
ical history. Gradually increasing leucocyte counts 
speak for operative intervention especially if the 
counts are over 20,000. A high but stationary leu- 
cocyte count is suggestive of a walled off abscess. 
Benjamin justifies operation not only when the 
leucocytes rise rapidly in number, but when the 
hemoglobin is rapidly falling. The gradual relative 
increase of polynuclear neutrophiles is more indica- 
tive of suppuration than a high mixed leucocytosis. 
Unfortunately, the usually subacute gonorrheal con- 
ditions which are etiological factors in so large a 
proportion of gynecological cases, fail to call forth 
a pronounced leucocytosis. 

Ovarian cysts when infected, or with a twisted 
pedicle, produce a moderate leucocytosis seldom 
higher than 20,000. Intrapelvic conditions, with the 
exception of abscesses, produce no leucocytosis. 
Septicemia and hemorrhage incite leucocytosis. 
Ruptured ectopic gestation sacs quickly reveal the 
leucocytosis of hemorrhage, which diminishes after 
the bleeding ceases. 

In the consideration of operative cases, it must 
be recalled that the administration of an anesthetic, 
or a saline infusion, and the abdominal section itself 
serve to induce a slight leucocytosis. The post- 
operative rise may amount to 5,000 to 10,000. -The 
maximum is reached within twelve hours and the 
fall to normal occurs within thirty-six to forty-eight 
hours. If the leucocytosis is sustained, or if it is 
1¢,000 above the patient’s normal total count for 
many hours, complications are probable. Post- 
operative leucocytosis excludes simple tympanites, 
‘constipation, neuralgia and hysteria. A post-opera- 
tive rise may mean merely poor drainage or an un- 
opened pocket of pus. It is important to know the 
leucocyte count and differential previous to all oper- 
ative measures for purposes of interpretation of the 
“post-operative counts. Secondary infection, peri- 
tonitis, unnoted foci of suppuration, may be the 
cause of non-subsiding leucocytosis. The return of 
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eosinophiles and basophiles to the circulation in 
post-operative cases is of good prognosis. 

Tuberculosis of the genitourinary tract may show 
an anemia of cachexia or, as is more frequently the 
case, the blood picture due to secondary infection. 
Leucocytosis over 12,000 is usually a sign of second- 
ary infection. Lymphocytosis is not of general oc- 
currence. 

Syphilis presents a lymphocytosis as its chief 
hemotological characteristic, together with a marked 
secondary anemia. The appearance of mononuclear 
leucocytosis is opposed to tuberculosis or malignant 
growth. The severity of the syphilitic infection may 
be gauged by the height of the lymphocytosis and 
the fall of the hemoglobin. In severe syphilitic 
cachexias the polynuclear neutrophiles may be re- 
duced to 25%. The eosinophiles are only slightly 
affected in syphilis, except in tertiary skin or bone 
manifestations, when they are increased. 

In considering new growths of gynecological im- 
portance it must be remembered that small tumors 
do not affect the blood unless they take on rapid 
growth, cause hemorrhage or suppurate. The com- 
plicated fibroids cause no leucocytosis. In advanced 
stages of any tumor causing a cachexia, a slight 
leucocytosis may be found, but this is generally due 
to a secondary inflammation, hemorrhage or sup- 
puration. There may arise a marked anemia pro- 
ceeding even to the pernicious type. In carcinoma 
uteri, the rapid growth, frequent ulceration, and 
almost constant hemorrhages, may incite leucocy- 
tosis with the neutrophilic leucocytes relatively in- 
creased. Cachexia may occur without marked leu- 
cocytosis, thus differing from sarcoma where leu- 
cocytosis is frequent and higher. The polynuclear 
neutrophiles are not always increased. Myelocytes 
are common in carcinomata. The anemia of carci- 
noma is of chlorotic type. Malignant growths in 
early stage of development may exhibit an actual 
polycythemia instead of an oligocythemia. Given a 
tumor, a rapid growth is indicated by a gradual in- 
crease of the leucocytes. Leucocytosis is opposed to 
benign tumors. With attendant anemia, sudden 
leucocytosis speaks for hemorrhage rather than for 
a malignant growth. 

(To be continued.) 


FRACTURES. 


The dressing of all fractures occurring in the 
vicinity of the elbow joint, regardless of their nature 
and extent, with the forearm at a right angle to the 
arm, is a half-uttered expression which anticipates 
a stiff joint—W. D. Hanes in The Lancet-Clinic. 


Types or Gastric CANCER. 


We know that cancer of the stomach presents 
clinically two forms. In one, a patient past middle 
life, wichout having suffered previously from in- 
digestion, suddenly loses appetite, especially for 
meats, grows progressively weaker and more emaci- 
ated, develops epigastric pain and possibly a pal- 
pable mass, becomes subject to vomiting spells every 
few days, which bring up a mass of coffee-ground 
material, foul-smelling and fermented, and quickly 
develops the cancerous cachexia. This is the class- 
ical picture of gastric carcinoma, and it is still seen; 
but it is of rarity when compared with that other 
ccurse of development which we have only begun 
to appreciate in the last few years. This second 
and much larger course is found in patients who 
have been life-long sufferers from dyspepsia. Med- 
ical treatment has at times given relief, but the in- 
digestion recurs again and again. Appetite may be 
preserved, but digestion is torture; so abstemious- 
ness becomes second nature. There may or there 
may not have been some period when gastric ulcer 
was suspected or actually diagnosticated. Usually 
there have been no very definite symptoms, and the 
patient has been treated for chronic gastritis. Fin- 
ally these patients die, worn out with suffering, with 
prolonged starvation, and wearied with ineffectual 
drugging. At the autopsy a wide-spreading epi- 
theliomatous ulcer is found, distorting the stomach, 
stenosing the pylorus, and binding the colon, the 


pancreas, the stomach, and perhaps the liver and the 


gall-bladder together in an indistinguishable mass 
of adhesions. The wonder is that such patients 
live so long—JoHN B. Deaver in The American 
Journal of the Medical Sciences. 


OMENTAL TUBERCULOSIS. 


The extraordinary changes which the omentum 
undergoes in advanced stages of peritoneal tuber- 
culosis may lead to an erroneous diagnosis of car- 
cinoma. The omentum becomes contracted and ir- 
regularly thickened, and lies across the abdomen 
near the transverse colon as a solid mass. The 
omentum may present the same deceptive tumor 
mass, varying in size, in the lumbar and iliac re- 
gions. Occurring in advanced cases of the fibrous 
and ulcerative forms, and consequently associated 
with emaciation and general debility, the structure 
closely simulates a malignant neoplasm of the ad- 
jacent viscera—Lewis McMurtry in the Ken- 
tucky Medical Journal. 
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ANESTHESIA METHODS. 


The history of anesthesia forms one of the most 
interesting chapters in medicine. In ancient times 
sporadic attempts were made to render painful oper- 
ations less trying to the patient and to the operator, 
by administering narcotic or paralyzing drugs, such 
as hemp, antimony or curare. From 1846-47 date 
the first successful efforts to employ general anes- 
thesia as a regular procedure. Ether, chloroform and 
nitrous oxid were introduced as anesthetics almost 
simultaneously, and have remained the chief anes- 
thetic until the present time. The improvements 
in the employment of these drugs have taken the 
form of apparatus for administration, combinations 
in varying proportions, as in the A. C. E. mixture, 
and administration in sequence, as for instance the 
gas-ether sequence. From time to time, attention 
has been drawn to the rectal route for the adminis- 
tration of ether; but although the technic and appa- 
ratus of etherization by rectum have been improved, 
the method has never been much employed. 

Numerous other drugs have been exploited and 
tested, but of them ethyl chlorid has alone gained 
considerable popularity, as a local anesthetic (by 
freezing), a general anesthetic for operations in 
minor surgery, and as a substitute for nitrous oxid 
in the gas-ether sequence. Ethyl bromid has fewer 


advocates, but is used, more or less, for very brief 
operations. 

Local anesthesia earned popularity because of its 
comparative harmlessness and its applicability in 
situations where general anesthesia is absolutely 
contraindicated. Schleich has developed the method 
most scientifically and has shown how sterile water 
alone may be used to give full insensibility to large 
areas. Many drugs are at our disposal—cocain, 
eucain, novokain, stovain, alypin, etc—to increase 
the effect of the injection. “Nerve blocking” is a 
valuable addition to the method. 

Bier (with due consideration of Corning’s sug- 
gestive efforts), has introduced the method of spinal 
analgesia, which, at least abroad, has been widely 
used, and which, if the reports of more than 5,000 
cases do not deceive, should have a more cordial 
acceptance in this country. This form of analgesia 
requires a certain amount of technical skill, and 
strict asepsis. It is of especial use in the aged and 
weak or where ether and chloroform are inadvisable, 
as in pulmonary or cardiac conditions. Yet as the 
cases multiply, reports of unsuccessful trials in- 
crease; dangerous collapses, unpleasant and dis- 
tressing sequelae, and permanent after-effects, such 
as paralyses, have been noted. The method will 
probably remain confined to large hospitals; it is 
not adapted to occasional use by those who have not 
acquired the special technic. 

The employment, hypodermatically, of a combina- 
tion of scopolamin and morphin or of hyoscin and 
morphin, is in the nature of a reversion to the drug 
methods of pre-anesthetic days when hemp was 
used to stupefy the patient. A discussion of the 
subject has appeared in earlier issues (AMERICAN 
JourNAL oF Surcery, Vol. XIX, pages 60 and 87). 
Given in relatively small doses the combination is 
hypnotic, analgesic, and anesthetic to the extent that 
an operation may be painlessly performed without 
ether or chloroform or with the use of very small 
amounts of these. In somewhat larger doses the 
effect of the combination may be dangerous or even 
fatal. Perhaps these bad results were due to a lack - 
of uniformity in the scopolamin and in the hyoscin 
marketed; it is also asserted that the hyoscins de- 
rived from various solanacee (e. g., scopola carni- 
olica and hyoscyamus niger) are not identical, either 
chemically or physiologically. 

Other drugs, of which veronal is one, are now 
used by some to insure mental quiet before a general 
anesthetic is given (See “Progress of Surgery” in 
this issue), thus avoiding overaction of the heart, 
initial chloroform collapse, and the stage of excite- 
ment. 
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Finally Le Duc, a French investigator (Presse 
Médicale, No. 17, 1907), has recently announced 
that an electric current of low voltage and. amper- 
age, interrupted 100 times in each second, the cur- 
rent duration being as 1:10 to the length of inter- 
ruption, will produce a harmless general insensibil- 
ity, if passed through the brain. Tuffier has tried the 
method, in a few cases, on human beings, with some 
success. At present electric anesthesia is still in’ ‘a 
purely experimental stage’ 

In spite of all these modifications of drug and 
method, most surgeons, especially the large class 
of occasional operators, still rely upon ether and 
chloroform, administered by mask, for major work, 
nitrous oxid and ethyl chlorid for short procedures, 
and local anesthesia by infiltration. Of other 
means, those that are of permanent value and of 
sufficient simplicity for general use, will no doubt 
also be adapted after they have been tested and ap- 


proved by surgeons who have at their command. 


ample material for thorough observation. 


THE CURABILITY OF CARCINOMA OF 
THE BREAST BY RADICAL SURGERY. 
In the Annals of Surgery for July, 1907, there 

appears a symposium on carcinoma of the breast. 

Although statistics are proverbially inaccurate when 

one wishes to go into specific details, yet a great deal 

can’ be gained by comparing the results of the work 
of one hospital with those of another. 

As far as conclusions are concerned, all of the 
authors, except one, agree in their attitude toward 
the results of radical operation for carcinoma of the 
breast. Halsted states “that the slightest delay is 
dangerous and that, other things being equal, the 
prognosis is quite good in the early stage of breast 
cancer, two in three being cured, and bad, three in 
four succumbing, when the axillary glands are 
demonstrably involved.” At the conclusion of his 
article, Ochsner states that “a review of these cases, 
although incomplete, seems to show that if the very 
complete operation which is now generally prac- 
ticed is employed in these cases reasonably early, 
there is much reason for expecting a fair percentage 
of cures.” Jacobson states that “as we review the 
results of operative procedure for carcinoma of the 
breast we can warrant the assertion that the present 
operative technic, developing as it has along the 
lines of pathologic research, has fully verified our 
expectations and justifies the statement that except 
in the very acute cases a timely operation, radically 
performed, will completely remove the carcino- 
matous disease and prevent recurrence in the ma- 
jority of cases.” Oliver is the only contributor 


to this series, who is at all pessimistic about the 
present results and says that “one is justified in 
looking upon the operative treatment of carcinoma 
of the breast as being far from an ideal method of 
treatment even with the extensive removals prac- 
ticed at the present time. The hope for the future 
lies in better prophylaxis and in a better knowledge 
of the nature of the disease.” 

Although the divergence in results that may- be 
gleaned from the various statistics presented may 
cause one to hesitate to definitely commit himself, - 
yet a tabulation of these results may be interesting — 
and perhaps useful. 

The number of cases reported in the five articles, 
here taken into consideration, is 691 divided as fol- 
lows: 

210, Halsted. 

376, Greenough, etc. 

_ 29, Pilcher, L. G. 

54, Ochsner. 
22, Oliver. 

The extent: of involvement, the kind of opera- 
tion, etc., are important considerations, but the ulti- 
mate results only are here considered. 

When one looks over the operative mortality, the 
low percentage of deaths is striking, for the opera-. 
tion, as a rule, is a lengthy one, and the patients are. 
not always in the best condition. Of 242 cases, Hal- 
sted records only 2.5% .of deaths. Of 416 cases, 
Greenough reports only 3.6% of deaths. The high- 
est mortality in these cases was after palliative 
operations. Of 43 cases, Ochsner reports only 
1.1% of deaths. We see here plainly that the 
greater the number of cases collected, the higher 
the percentage of deaths; which no doubt indicates 
that the larger series include a greater variety of 
cases. 

The question of absolute cure in cases of car- 
cinoma of the breast is merely relative, although 
since Volkmann, twenty-five years ago, established 
three years without a sign of recurrence or of meta-. 
stasis as a limit, this period has been used by sur-. 
geons the world over for statistical work. On this 
basis, Greenough, counting in the operative 
mortality, found sixty-four cases alive and. 
well and seven dead without recurrence, in 
320 cases (20%). Ochsner, in 54 cases found 
34 cured three years after operation (60%). 
However, it is hard to consider these cases 
in the same class, for Ochsner goes on to say that 
the operative mortality in his cases, was about 15%, . 
so that one is inclined to believe that the statistics 
gathered were from a different class of patients or 
from especially selected cases. Of thirty-five cases, 
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Oliver reports twelve cured after three years, or 
about 34%. 
since he reports no statistics on the three-year basis. 
Of eleven cases since 1901 (all favorable cases), he 
states that nine are well in six months to four years 
after operation. The cases of Halsted are more 
interesting as they are based on a five-year limit. 
In his series of 191 cases, of fifty-nine traced after 
five years, forty-nine had no evidence of recurrence 
or a percentage of 30.89. Ransohoff says that in 
Europe, investigations by Labhardt, Koenig, Poul- 
sen and others show “that of those who have safely 
passed the three-year limit about 20% succumb 
later to recurrence in loco or to visceral, bone or 
gland metastases. It would seem, therefore, that 
before a permanent cure can be said to have been 
obtained an immune period of five or six years must 
have been passed. But even long after this time, 
local glandular or visceral metastases may appear.” 

The recurrence of the growth in the scar occurred 
only 126 times in 264 cases, or in less than half 
the cases, in Greenough’s statistics. In looking 
over the various articles, it is seen that the re- 
currences were usually in the more advanced cases, 
viz., those with axillary or supraclavicular involve- 


ment, and that they may occur in any portion of . 


the body. Greenough and his colleagues state fur- 
ther that these other cases would have been cured 
“if internal metastases had not been already present 
or did not, as seem possible in certain instances, 
result from the manipulation of the tumor.” They 
report no cure of a case with palpably enlarged 
cancerous glands above the clavicle or of any case 
of cancer of both breasts. On the contrary, Oliver 
reports two instances. of recovery where simple 
operation had been performed on the remaining 
breast, after radical operation had been done on the 
opposite one. They were well seven and one-half 


and five and one-half years after operation, respec-. 


tiyely.., 


these results—that radical removal in cases of car- 
cinoma of the breast in many instances results in 
cure. Although one may look to the pathologist 
for more accurate diagnosis, by frozen section, yet 
it remains to the general practitioner and the sur- 
geon, by clinical means, to recognize these cases 
early, and to act quickly and radically on every case 


of tumor of the breast that is the least suspicious. | 


To the July issue of Surgery, Gynecology and Ob- 
stetrics, containing a number of articles on this sub- 
ject by Vanderveer, Jonas, Willy Meyer and Dennis, 
which support this conclusion, the reader is also 
referred. 


Pilcher’s cases cannot be here included - 


There is but one conclusion after comparing 


Surgical Suggestions. 


Hot bricks or stones retain their heat much longer 
than hot water bags. 


Nurses should be instructed not to massage the 
limbs of patients who complain of pain after oper- 
ation or confinement, without the order of the at- 
tending surgeon. If phlebitis and thrombosis are 
present, the manipulation may loosen a clot and 
cause instant death. 


The injection into a ganglion of the wrist of 
phenol-camphor, two to ten minims, according to 
the size, and repeated once or twice if necessary, 
will cause its complete disappearance in most cases. 
No attempt at preliminary aspiration need be made. 


Three or four drops of peroxid of hydrogen in 
the ear followed five minutes later by thorough 
syringing with boracic acid solution, will sey 
remove any impacted cerumen. 


Small stab wounds (one-half cm, long) in the 
course of a developing cellulitis of an arm or leg, 
followed by the application of a Martin bandage 
above for five to eight hours a day (Bier treatment), 
will relieve the patient more quickly than large in- 
cisions with drainage. 


When there is a perforating wound of the cornea, 
necessitating enucleation of the eye, the wound 
should be closed so that the eyeball does not col- 
lapse during the operation: 


‘An opaque growth on the eyeball in a child is 
likely to be a dermoid growth—that is a growth of 
skin epithelium on the conjunctiva. 


A stye is often most easily treated by the removal 
of the hair in the infected follicle and the subse- 
quent application of iced boracic acid compresses. 


Persistent suppuration in a mastoid wound in 
most cases, means dead bone at the bottom of the 
cavity. 


’ Syphilitic interstitial orchitis resembles closely in 
appearance new growth of the testicle. Unless the 
diagnosis of neoplasm is beyond all doubt, an active 
course of specific treatment should be tried before 
removing the organ. 
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Some Points in the Surgery of the Brain and Its 
Membranes. By Cuartes A. M.V.O., 
M.S., F.R.C.S., Surgeon to St. Thomas’ Hospital and 
to the National Hospital for the Paralyzed and Epi- 
leptic; President of the Medical Society of London, 
étc. Octavo; 405 pages; 206 illustrations. London: 
MacmiLtan & Co. New York: THe Macmitian Co., 
1907. Price, $5.00 net. 


This work is a reproduction of the author’s Lettsomian 
lectures for 1906. As its title indicates, it 1s rather a frag- 
mentary consideration of the subject than a monograph. 
But even in this form it is an extremely interesting ad- 
dition to the literature of neurological surgery, not only 
because its author shares eminence in that field with Hors- 
ley, MacEwen, Cushing, but also because the lectures are 
replete with instructive case reports and authoritative 
teachings and are illuminated with a profusion of valu- 
able illustrations. 

The book is divided into three chapters, corresponding 
with the three lectures. Chapter I (relates reminiscences 
of Dr. John Coakley Lettsom, the founder of the lecture- 
ship) and considers Some Points in the Surgery of the 
Cerebral Membranes. After some interesting preliminary 
anatomical, physical and physiological considerations, the 
author plunges into the subjects of subdural hemorrhage 
and traumatic encephalocele, certain surgical phases of 
which are illustrated by striking case reports. Ballance 
seems inclined to add the weight of his authority to 
Cushing’s operative treatment of intracranial hemorrhages 
of the eters: He raises the question “whether in some 
cases of. ordinary apoplexy the pressure of the clot and 
serum on the nervous centers might not be relieved with 
advantage by lumbar puncture.” The pathology and sur- 
gery of the various types of meningeal infection, and of 
internal hydrocephalus,. occupy the rest of this chapter. 
Certain broad, practical rulés are to be drawn from 
among the many technical considerations in this sec- 
tion: It is important from the standpoint of treat- 
ment to “divide cases of meningitis into two great groups 
—(1) those due to extension of a local infective 
process, and (2) those due to a general infection 
carried by the blood stream.” In connection with the 
first form of meningitis, Ballance makes’ a strong plea 
for the radical treatment of suppuration of-the accessory 
nasal sinuses. “Chronic suppuration in thé accessory cavi- 
ties of the nose is exactly comparable to temporal bone 
suppuration, and like it, should be treated ‘strictly in ac- 
cordance with the ordinary surgical principles applicable 
to the treatment of diseased bone wherever situated— 
namely, complete ablation. Acute frontal sinus suppura- 
tion, and especially acute necrosis of the trontal bone, is, 
if possible, even more dangerous to life than acute tem- 
poral bone suppuration.” . . . The responsibility for the de- 
velopment of meningitis in cases of frontal and ethmoidal 
sinusitis conservatively treated, is put squarely up to the 
nasal specialist. In the treatment of general suppurative 
meningitis operative attack, even in the present develop- 
ment of the technic, is by no means a hopeless procedure. 
In of this, Ballance relates a desperate case re- 
ported by Kiimmel, in which cure followed operation, and 
quotes Hinsberg’s statistics of at least ten cases cured and 
five improved by drainage of the subarachnoid space. When 
the suppuration is general, the author. advocates free bi- 
lateral opening of the cranium and subarachnoid drain- 
age, lumbar drainage, and irrigation from the cranial to 
the spinal cavity. Concerning the value of operations for 
tuberculous meningitis, Ballance believes that fair conclu- 
sions cannot be drawn until more complete operations 
have been performed in an earlier stage of the disease. 
The treatment of intracranial infections, in general, the 
author concludes, “has been too long encrusted in con- 
ventionality. . ... We are no longer justified in regard- 
ing such cases as hopelessly. lost, and in remaining with 
folded hands.” ... - 

Lecture II is on Some. Points in the Surgery of Ab- 
scesses of the Brain. While it caniot be said to add any- 


thing to the pathology or treatment of brain abscess it 
emphasizes, especially by means of interesting case re- 
ports, the importance both of certain diagnostic symptoms, 
and of thorough operation. Brain abscess is more apt to 
arise from chronic bone disease than is diffuse meningitis ; 
and the abscess usually develops in the brain substance at 
the end of a “stalk” along which the infection travels, and 
along which the surgeon should attack it by direct route 
from its source in the bone. Ballance denies that only 
recent abscesses are found without capsules. In explana- 
tion of the facts that brain abscess of aural origin is more 
frequent in the cerebellum than in the temporo-sphenoidal 
lobe, as shown by statistics of St. Thomas’ and Great 
Ormond Street Hospitals, and more frequently multiple in 
the cerebellum than in the temporo-sphenoidal lobe, the 
author suggests the following: “In the middle fossa the 
site of infection is practically limited to the roof of the 
tympanum and antrum, while in the posterior fossa in- 
fection may occur anywhere along the whole posterior 
surface of the petrous or the groove of the sinus.” Fur- 
ther, the superficial area of the folia of the cerebellum, in 
relation to the posterior surface of the petrous, greatly 
exceeds that of the temporo-sphenoidal lobe in relation to 
the tegmen tympani; and, again, the pia mater,. running 
deeply in the fissures between the folie of the cerebellum, 
may carry septic material far into the cerebellum and may 
afford opportunity for branching of the track of infection. 

The third lecture, Some Points in the Surgery of Tumor 
of the Brain, is the longest of the three, occupying 150 
pages. It is not a technical exposition of this branch of 
surgery, but a clinical discourse rich with appropriate case 
reports and splendid photographic illustrations. Localiz- 
ing signs and symptoms ‘are discussed with great pre- 
cision, and their importance and their limitations are clear- 
ly presented. The lecture may be interpreted as a plea 
for early exploration, and a more general effort in surgical 
treatment. “Cases of brain disease requiring surgical re- 
lief are numerous and widely distributed, but those who 
operate on these cases are few and far between.” “The 
victims of tumor of the brain have, in surgical interven- 
tion, a means of relief and sometimes of cure.” We may 
soon change our notions concerning “inoperable tumors.” 
“Tumors growing in the deeper parts of the brain . . 
are at present spoken of as inoperable. This is incorrect, 
for much may now be done for these cases by decompres- 
sive operations; and it is by no means improbable that in 
the near future they will be successfully removed.” In- 
deed, Horsley has already successfully removed some 
pituitary tumors, and Ballance himself reports (page 292) 
the successful removal of a sarcomatous solid tumor a 
finger’s length within the substance of the brain and prob- 
ably near the optic thalamus. : 


Surgical Diagnosis. By Danter N. Ersenpratu, A.B., 
M.D., Adjunct Professor of Surgery in the Medical 
Department of the University of. Illinois (College of 
Physicians and Surgeons); Attending Surgeon to the 
Michael Reese and Cook County. Hospitals, Chicago. 
Large octavo; 476 pages; 481 illustrations. Philadel- 
phia and London: W. B. Saunpers Co., 1907. 


This volume on diagnosis covers all surgical diseases ex- 
cept those of the eye, ear, nose, throat and skin (but in- 
cludes the intracranial complications of middle ear and 
mastoid disease). The diseases of the female pelvic organs 
are referred to only insofar as they involve the diagnosis 
of abdominal tumors. The clinical point of view has been 
constantly kept in mind and diseases are therefore classi- 
fied regionally. The main subdivisions of the book refer 
to the head, neck, thorax, abdomen, extremities, spine, post- 
operative complications, and methods of examination. The 
more minute subdivision of each chapter is clear and log- 
ical and thus assists ready reference to special topics. Of 
course, differential diagnosis is carefully considered and 
the author has here incorporated a great deal of impor- 
tant information. The illustrations are excellent and really 
illustrate, while the semi-diagrammatic drawings, intro- 
duced at intervals, make clear the position of -lymphatic 
glands, bursae, abdominal organs, etc., without waste of 
words. The colored plates, however, do not reproduce the 
natural tints accurately. Of special merit are the sections 
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dealing with diseases of the tongue, testicle and hernia. 
A judicious selection of skiagraphs has been made for the 
sections on the diagnosis of injuries to the bones, Such 
rare conditions as angina sclerotica abdominis and throm- 
bosis and embolism of the mesenteric vessels are described 
diagnostically. The author has avoided the over-emphasis 
of modern clinical tests, which many recent books elabo- 
rate unduly to the detriment of the purely clinical picture; 
yet he has escaped the sin of omitting proper reference to 
these useful aids, by devoting the last chapter to their de- 
scription and method of application. 

The chief criticism we would make of the volume under 
discussion concerns rather the general treatment of the 
subject than any particular feature. It seems to us that 
a more live and impressive picture could be obtained by 
frequently introducing actual cases and, by showing the 
inductive and deductive reasoning to be employed, empha- 
sizing the cardinal points of surgical diagnosis as they 
must always be applied at the bedside. What we need is 
not so much a text-book on diagnosis, as a guide to diag- 
nosis by correct methods of inductive and deductive reason- 
ing. 


Diagnostics of the Diseases of Children. By Le Granp 
rr, M.D., Professor of the Diseases of Children in 
the Brooklyn Post-Graduate Medical School; Pedi- 
atrist to the Swedish Hospital in Brooklyn; Attend- 
ing Pediatrist to the Williamsburg Hospital, Brook- 
lyn, New York City. Large octavo; 542 pages; 159 
illustrations (chiefly from photographs). Philadelphia 
and London: W. B. Saunpers Co., 1907. Cloth, $5.00 
net; half morocco, $6.50 net. 


For a long time past there has been a space upon med- 
ical book shelves for a work upon the diagnostics of the 
diseases of children. The author has made a not very 
successful attempt to fill it in this volume. 

The book, as such, is an attractive one. It is done on 
heavy paper, the print is large, and the illustrations are 
plentiful, although not always as good as might be ex- 
pected. A work of this nature, to be of use to the stu- 
dent, and adapted for quick reference, should have a 
greater number of subheads in heavy type, and frequent 
italicizing. In the present volume the index is meager. 
For example, scurvy, diabetes mellitus, arthritis defor- 
mans, hemophilia, status lymphaticus, influenza, mumps, 
thymus gland are not mentioned in the index, although 
some of these subjects are discussed in the text in differ- 
ential diagnosis. 

The arrangement of the subject-matter is rather good, 
beginning, as it does, with the anamnesis, and proceeding, 
in order, with posture; facial expression; weight; sleep; 
the head; the gastro-intestinal, respiratory, cutaneous, cir- 
culatory, genito-urinary and nervous systems; general dis- 
eases; the bones and joints; the glands; and, finally, acute 
infectious diseases. 

The treatment of the subject, however, is, for the most 
part, superficial, particularly in regard to differential diag- 
nosis. Nowhere in the work is there any mention of the 
value of blood examinations in the diagnosis of the dis- 
eases of childhood; there is no reference to eosinophilia in 
asthma, emphysema, and intestinal parasites ; nor to lympho- 
cytosis in pertussis, or lecopenia in typhoid fever. On 
page 127, in the discussion of appendicitis, the following 
appears: “The value of a blood count is doubtful in chil- 
dren. Such a count requires the most careful technic, and 
to avoid error there must be several counts daily, and if 
the pus becomes encysted the count is of lessened value. 
For practical general work it is useless.” 

The work gives one the impression of having been done 
hurriedly under a time limit. There is much that is excel- 
lent in the book; but this is overshadowed by its short- 
comings. It is a pity that the expenditure of so much 
labor should not have been producitve of a better result. 


A Manual of Treatment of the Diseases of Children. 
By W. F. Rapuzt, M.D. Duodecimo; 165 pages. Chi- 
cago: THe Pusiisuinc Co., 1907. 


This little volume is devoted chiefly to the treatment of 
children’s diseases by various products of the Abbott Al- 
kaloidal Company. 


Diseases of the Rectum: Their Consequences and Non- 
Surgical Treatment. By W. C. Brinxernorr, M.D. 
Chicago: OrsaNn PusiisHING Co., 1907. 

This little book adds nothing to our knowledge of rectal 
diseases. It is devoted to an exploitation of the office 
treatment of these conditions, and of the author himself. 


Progress in Surgery. “ 
A Résumé of Recent Literature. 


Veronal-Chloroform Narcosis (Ueber Veronal-Chloro- 
formnarkose). W. Poxotito, Moscow. Zentralblatt 
fiir Chriurgie, May 4, 1907. 

The drugs used in combination with chloroform are 
employed either to reduce the necessary quantity of the 
anesthetic or to diminsh its depressing action on the heart, 
likewise to soothe the patient before narcosis is begun. 
Other desired factors are reduction of the initial stage ot 
excitement, and avoidance of unpleasant after-effects, such 
as vomiting, headache, etc. 

Veronal answers these purposes as it is an excellent 
soporific, and by virtue of its two “amido” (NH:) groups 
also acts as a heart stimulant. One and one-half to two 
hours before operation 1.0 gm. (15 grains) of veronal are 
administered. The patient either falls asleep or reaches 
the anesthesia room in a semi-soporific condition. The 
period of excitement is cut short or avoided, less chloro- 
form has to be given and the after-effects of the chloro- 
form are but slightly marked. This combination of drugs 
has been used with success for two years by the author. 


Transbrachial Anastomosis. A New Method of Sur- 
gical Treatment for Brachial Palsy. W. W. Bas- 
cock, Philadelphia. Journal of the American Medical 
Association, May 25, 1907. 

Babcock reports the case of a four-year-old boy with 
paralysis and wasting of the right arm and shoulder, the 
only motor power remaining being a slight extension of 
the wrist.and pronation of the hand. Sensation was not 
impaired. After reviewing the various possible operations 
for relief and finding most of them impracticable, it was 
resolved to attempt an anastomosis with the brachial 
plexus of the opposite side. The patient being under 
ether, the right brachial plexus was exposed from a point 
just above the clavicle to the region where the nerve 
trunks emerge from between the scaleni anticus and 
medius muscles. The sixth cervical nerve seemed specially 
wasted and atrophic. It was divided in half close to its 
point of emergence and by delicate dissection half of the 
nerve trunk was isolated from above downward. This 
separation was carried into the adjacent anastomosing 
nerve trunks, and in this way two nerve cords of fair 
size were separated down to a point slightly above the 
clavicle. The left brachial plexus was then exposed, the 
prolongation of the sixth cervical nerve was divided near- 
ly in half close to the clavicle, and a bundle of nerve 

bers about two inches in length was isolated by splitting 
the nerve trunk from below upward. A small transverse 
incision was then made above the suprasternal notch, and 
canals were bluntly tunneled through between the ante- 
rior muscles of the neck and trachea, connecting the lat- 
eral with the median incisions; the free ends of the sepa- 
rated nerve bundles were gently brought through into the 
median incision and united, end-to-end, by fine chromi- 
cized catgut, thus forming a nerve bridge between the 
two brachial plexuses, having a central attachment on the 
left and a peripheral one on the right side. The union 
was reinforced by forming a partial fascial sheath about 
the point of nerve union, and all three wounds were care- 
fully closed in layers without drains. Following the op- 
eration there was some tenderness along the nerve trunks 
of the right arm, which gradually subsided. No disability 
or nerve disturbance was seen at any time in the left arm. 

In three weeks there were signs of returning power in 

the right nand. In February, 1907, three and a half 

months after the operation, the improvement was far be- 
yond expectations. The nutriton of the arm was good 
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and it had increased in circumference. Extension, previ- 
ously limited to the wrist, was possible in ail the fingers, 
the child could partially flex the wrist and all the fingers 
and thumb, and adduction and abduction of all the digits 
had been gained. Pronation of the hand remained, and 


there was some power of supination. The shoulder drop. 


had disappeared and the shoulder could be elevated and 
carried forward or backward at will; there was excellent 
power of rotation, especially inward rotation. Marked de- 
velopment of the scapular and pectoral muscles and of 
the trapezius had occurred, but the paralysis and atrophy 
of the deltoid and upper arm muscles persisted. The child 
could support its body against the extended arm and used 


the hand constantly to grasp things and to aid the other - 


hand. While the splitting of the nerve trunks probably 
helped by relieving tension and possibly by favoring new 
adjustments of the fibers, Babcock is inclined to consider 
the formation of new nerve paths from the left into the 
right brachial plexus, the chief factor in the restoration of 
function in this case. This preliminary report is, there- 
fore, offered to prove the technical practicability of trans- 
brachial anastomosis, and to suggest the desirability of a 
more extended trial of the method in certain cases of 
‘brachial palsy not amenable to treatment by milder meas- 
‘ures. 


‘The Results of Excision of the Hip in Tuberculosis of 
the Joint. CHartes Ocitvy, New York. New York 
Medical Journal, May 25, 1907. 


The results of excision of the hip, in tuberculosis of the 
joint, depend upon several factors. The extent to which 
the disease has progressed before the operation is per- 
formed will, of necessity, determine in part the amount of 
bone tissue it is advisable to remove. Wright advocates 
excision “as soon as there is any evidence of external 
abscess.” There are a great many surgeons who advo- 
cate more conservative treatment. Where the disease is 
progressing rapidly, where tenderness does not subside 
under treatment, where the fulness in the groin increases, 
where starting at night continues, where true dis- 
location has occurred, Cheyne advises excision. The age 
of the patient is of a great deal of importance as children 
show a limitation of growth in the limb after operation, as 
this removes the epiphyses at the upper end of the femur. 

The method of operation is of importance. The opera- 
tion should be performed as quickly as possible and with 
but little loss of blood. The writer recommends Langen- 
beck’s operation. An incision is made over the greater 
trochanter in a line running toward the posterior spine of 
the ileum. The capsule of the joint is split longitudinally 
and the head exposed. The muscles are raised with the 
periosteum, the cotyloid ligament cut and the head ex- 
‘cised. The post-operative treatment differs in no wise 
from the treatment of unoperated cases—extension, im- 
mobilization and protection. Among the late results, the 
most important is the great amount of shortening. The 
general utility of the limb depends on the individual case. 
Ankylosis occurs in some cases, but in others a new joint 
‘cavity is forme 


‘Mooted Questions and Technic of Suture of the Patella 
(Zur Frage und Technik der Patellarnaht). W. 
Kauscu, Schoneberg. Zentralblatt fiir Chirurgie, 
May II, 1907. 

Most operators interfere in fracture of the patella if 
not only the bone, but also the ligaments are torn. This 
is determined by noting whether the patient can raise his 
foot from the bed, and also by the amount of diastasis. 
The author records a case in which this raising of the 
foot was impossible three days after injury, but at opera- 
tion the lateral ligaments were found intact. He con- 
‘cludes that during the first week after injury the exudate 
into the soft parts and the rupture itself cause so much 
pain on attempts at active movement that the above sign 
is unreliable. He personally operates at once in every 
case in which there is bone separation. 

According to Kausch the best incision is a bow-shaped 
one with its convexity upward and the bases at the level 
of the condyles. If skin suppuration develops the deep 
sutures are then not infected as in the transverse incision 
‘nor is the scar pressed upon in kneeling as in the incision 


with the convexity downward. The large skin flap, if 
made thick, is well vascularized and does not necrose. 
He passes one suture (of aluminum, bronze or silver) 
through the entire thickness of the patella, the wire being 
well borne by the joint, and if the lower fragments are 
comminuted the wire is passed around them so as to crowd 
them into position. Several other sutures are passed di- 
agonally and the periosteum also sewn. All torn tissues 
are trimmed away, blood clots washed out of the joint 
with sterile salt solution, and fascie and soft parts united 
with silkworm-gut. 

To avoid the protracted disability usually encountered, 
which according to Kausch is more often due to inability 
of flexion than of extension, he flexes the knee, after 
suture of the bone and fascia, to an angle of 100°-110° be- 
fore closing the wound, in order to see that this position 
does not injure the sutures, and then closes the wound. 
The wound is covered with a small compression bandage 
and the flexion maintained by a large sandbag beneath the 
knee and two smaller lateral bags. No splints are used. 
On the day of operation and thereafter the thigh and leg 
are massaged, and in forty-eight to seventy-two hours 
passive movements—complete extension, then flexion to 
10°-20° more than that previously employed—are inaugu- 
rated. Soon slight active movements are begun anu four- 
teen days after operation the patient gets out of bed with 
a small kneecap of starch bandage. This treatment is ap- 
plicable to old fractures secondarily sutured, although it 
may be necessary, in some cases, to do a plastic operation 
on the fascia] sutures. 


A Method of Reducing Old Colles’ Fractures. Crar- 
ENCE A. McWiiuiams, New York. Medical Record, 
May 25, 1907. 

McWilliams advises the following method of Elliott’s 
for the reduction of old Colles’ fractures: A large 
engineer's monkey wrench is procured and the blades 
are well padded. The patient is anesthetized and the 
blades so placed on the wrist that they are entirely proxi- 
mally situated to the fracture line, the edge of the dorsal 
blade resting against the posteriorly projecting upper edge 
of the lower fragment. The blades are then screwed to, 
gether, so as to fairly tightly embrace the tissues. With 
the expenditure of very little force, a refracture through 
the old fracture line may readily be produced vy twisting 
the wrench so as to flex the lower fragment on the upper. 
There is no strain whatsoever brought upon the structures 
of the wrist itself, which consequently remains uninjured. 
The damage to the tendons by the blades of the wrench 
is trifling and is soon recovered from. The after-treat- 
ment is similar to that which obtains in cases of fresh 
Colles’ fractures. Anterior and posterior wooden splints 
are used, which do not extend further than to the meta- 
carpo-phalangeal joints, affording free play for the tingers. 
Three weeks is usually ample time to maintain immobili- 
zation in the splints. This method in almost all cases will 
do away with the necessity for any cutting operation. 


The Causes of Colitis, with Special Reference to Its 
Surgical Treatment. P. L. Mummery, London. 
Lancet, June 15, 1907. 

By the term colitis, the author refers to what is com- 
monly referred to as membranous or mucous colitis. Con- 
trary to the view of Nothnagel, Mummery holds that in 
the vast majority of cases a pathological lesion is at the 
basis of the disease. This the author has been able to de- 
termine with the aid of the sigmoidoscope. He has found 
hyperemia, granulations, uiceration, and hypertrophic ca- 
tarrh. In a few cases, cancer has been found. Among 
the causes, the author enumerates multiple adenomata, 
pericolic adhesions, uterine misplacements, appendicitis, 
floating kidney and abdominal aneurism. Treatment con- 
sists, first, in proper hygiene, diet and irrigation. If no 
improvement results from medical treatment, a laparotomy 
is indicated. If adhesions are found, these should be di- 
vided; if a tendency to volvulus is present, this should be 
remedied. Displacements of the uterus shoula be cor- 
rected, and if considerable ulceration or thickening of the 
bowel is present, the advisability of intestinal resection 
should be considered. The author does not as a rule ap- 
prove of ileo-sigmoidostomy. 
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Meso-sigmoiditis and Its Relation to Gynecological 
Affections. Emm Ries, Chicago. Chicago Medical 
Recorder, June 15, 1907. 

Meso-sigmoiditis is a chronic inflammation of the con- 
nective tissue and peritoneum of the sigmoid flexure. 
There are two main etiologies: 1. Inflammation arising in 
and extending from the so-called Graser diverticula of 
the sigmoid. 2. Extension of a chronic inflammatory 
process from neighboring viscera—the rectum—and the 
female sexual organs. The author refers particularly to 
the latter. Considering the frequency of inflammatory 
conditions of the adnexa and the comparative rarity of 
diverticula, Ries regards it as somewhat surprising that 


not more frequent in women than in men. ‘1ne symptoms 
of meso-sigmoiditis are, as a rule, not marked. They con- 
sist mainly in constipation, flatulency and pain in the re- 
gion of the sigmoid. Sometimes there is a feelng of stiff- 
ening in the bowel, localized bloating, with acute sharp 
pains. Occasionally, symptoms of acute obstruction ap- 
pear, which may pass away or develop into the clinical 
picture of volvulus. The author reports an interesting 
case of meso-sigmoiditis consequent to inflammation of 
the left adnexa. The patient developed symptoms of in- 
testinal obstruction for which two operations were neces- 
sary; at the first, a band was found to be the cause, at 
the second (done 24 hours later), a volvulus. 


The Conservative Surgery of the Abdomen, Especially 
of the Appendix Vermiformis, and Its Relation to 
the Surgical Treatment of Chronic Constipation. 
C. B. Kerttey, London. Lancet, June 29, 1907. 


The part of this paper that is of most interest is that 
_referring to the. surgical’ treatment of chronic constipa- 
tion. .In .17..cases. of. chronic constipation that were not 
ameliorated! by medical means, the author has performed 
-appeéndicostomy. with satisfactory results. The movement 
-of the bowels ‘is very: easily. promoted by injecting warm 
| water through the opening, or a small quantity of sulphate 
soda or magnesia; -Im most. cases the appendix opening 
-is kept patent, but there is no leakage of. intestinal con- 
‘tents. .A small catheter, however, must ,be. passed at in- 
.tervals—otherwise the opening. will close up. 


A Case of Intestinal. Obstruction Due to Persistence 
:.., and Anomaly of the Urachus; Operation; Recovery. 
A..Fanonr, New York. Medical Record, June 1, 1907. 


’~ ~The patient had had a number of previous attacks of 
what -appeared to be intestinal obstruction, that subsided 
in thé course of.a few days. The last attack, however, 
‘persisted and operation was found necessary. At the op- 
eration a loop of.small intestine was found constricted be- 
‘tween the abdominal wall, and a thick band running from 
-the bladder to the ‘region of the umbilicus. This was re- 
‘sected and the intestine was released. Microscopical ex- 
amiriation showed this band to be inflamed patent -urachus. 
This case is -of- additional interest because symptoms of 
obstruction appeared again two months later and at the 
second operation the cause was found to be an intestinal 
adhesion between the stump of the urachus and the omen- 
tum. The stump was also found to be the seat of a tuber- 
culous inflammation. 


The Technic of Pancreatectomy (Technique de la Pan- 
créatectomie). A. Desyarpins, Paris. Revue de Chi- 
rurgie, June 10, 1907. 

The author describes in detail a technic which is to 

a gp complete resection of the head, or even head and 

dy of the pancreas. Until now few radical attempts at 
removal have been essayed, chiefly because of the impor- 
tant vascular relations of the gland, the accidents follow- 
ing the operation, and the length of time necessary for 
removal. Only two cases of complete resection are on 

record, of which one. patient survived five months; 30 

cases of partial ablation with 16 recoveries are reported 

in the literature, most of them performed, for: primary or 
secondary pancreatic tumor. The opinions of investigators 
as to the effect of complete resection differ greatly; some 
physiologists claim that total pancreatectomy is incom- 


volvulus (a condition usually due to meso-sigmoiditis) is‘ 


.tention accompanied by pain and. nausea. 


patible with the continuance of life, others say that this 
need not be the case. 

In the operation three danger zones are encountered. 
The first is that to the right where the ascending colon 
comes close to or overlaps the duodenum. The vessels 
of the colon must not be interfered with. The second is 
where the superior mesenteric artery and vein emerge 
between pancreas and duodenum, and the middle colic 
artery which arises here, must also on no account be in- 
jured, otherwise gangrene of the transverse colon results. 
The last danger zone is posteriorly where the inferior 
vena cava and the portal vein are in danger. 

Kehr’s bayonet incision or Mayo Robson’s incision may 
be used; the opening should be roomy and expose the 
parts well to the right and left of the median line. The 
duodenum is exposed by reflecting the transverse colon, 
and the posterior peritoneum is incised to the right of and 
parallel to the descending part of the duodenum. Bluntly 
the duodenum is mobilized posteriorly, until the vena cava 
and portal vein have been passed. The duodenum is cut 


‘across at the pylorus, the common bile duct severed be- 


tween clamps, and the duodenum readily but carefully freed 
to the duodeno-jejunal angle where it is cut across. The 
pancreas now lies exposed and a greater or lesses portion 
is resected by placing clamps (running from below up- 
ward and to the right to avoid the colica media) and cut- 
ting between them. There are now in the wound, a clamp 
closing tne pylorus, another at the jejunal angle, a third 
on the common bile duct and finally one on the pancreas 
stump. The pylorus is closed by suture, previously, how- 
ever, placing the male end of a Murphy button in the 
stomach and performing a button anastomosis with the 
jejunum (end to side). The choledochus is anastomosed 
with the jejunum by means of a small button (Boari’s). 
If the duct of Wirsung is dilated it may be dissected free 
for 2-3 cm. and anastomosed by button, like the chole- 
dochus; this really completes the operation except for a 
series of catgut sutures across the pancreatic wound to 
ensure hemostasis. If this duct cannot be utilized, Des- 
jardines proposes to exclude about 30 cm. of jejunum, im- 
plant the cut surface of the pancreas in the open end of 
this loop, and do another button anastomosis (jejuno- 
jejunostomy). Should the bile duct not permit of ana- 
stomosis a cholecystogastrostomy may be done, or ‘the 
gall-bladder may be implanted in the one end of the ex- 
cluded loop of jejunum, the pancreas stump in the other 
end, as above described. Post-operative drainage should 
be liberally provided for. 


Post-operative Acute Dilatation of the Stomach (Gas- 
tro-mesenteric Ileus). W. G. Szetic, St. Louis. Jn- 
terstate Medical Journal, June, 1907. 

_Seelig reports an instance of this rather uncommon con- 
dition. A patient was operated upon for inguinal hernia. 
Twelve hours later there appeared slight epigastric dis- 
i Twenty-four 
hours later the patient vomited a large quantity of yellow 
fluid; the distension promptly disappeared and the patient 
felt better. The symptoms soon recurred and the next 
morning the condition appeared extremely critical; the 
epigastrium was enormously distended, the pulse was 126 
and thin. The patient passed flatus, however, but with no 
relief. Suddenly the patient vomited an enormous quan- 
tity of fluid, whereupon the distension promptly disap- 


-peared and the patient appeared relieved. The stomach 


was washed out and the patient was placed in the Tren- 
delenburg position when the normal position of the bed 
was restored, the symptoms recurred within an hour, ne- 
cessitating a renewal of the Trendelenburg position. 
Seelig points out the difficulty of diagnosis between 
this condition and post-operative peritonitis, and indicates 
how. a mistake in diagnosis may lead to exactly reverse 
treatment in one particular, namely the substitution of 
the Fowler for the ‘I!'rendelenburg position. He believes 
the most important differential diagnostic point is the de- 
termination of the site of the primary distension. Ordi- 


narily the epigastrium is the last part of the abdominal 


= to show distension, owing to the rigidity of the costal 
wall. 
Pathologically, post-operative dilatation of the stomach 
or gastro-mesenteric ileus is caused by pressure on the 
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duodenum by the arching superior mesenteric artery in the 
lower border of the great mesentery. What the real eti- 
ology is has been a disputed point. The author believes 
that in some instances at least, tight bandaging of the 
lower part of the abdomen may be the cause. This tends 
to crowd the small intestines into the pelvis, producing 
a tightening of the mesentery over the duodenum. 


Surgical Forms of Ileo-Cecal Tuberculosis. Henri 
Hartman, Paris. British Medical Journal, April 13, 
1907. 

Hartman describes two forms, the entero-peritoneal and 
the hyperplastic. The former is characterized by ulcera- 
tion, peritoneal adhesions and perhaps even fistulz, intra- 
abdominal or external. The hyperplastic form usually in- 
volves the cecum only; the coats of the intestine are all 
much thickened, there is an increase of fibro-adipose tis- 
sue containing enlarged lymphatic glands around the 
cecum; the retraction of this tissue sometimes draws up 
the cecum to a much higher level than normally. The 
mucus membrane may become ulcerated and there is gen- 
erally stricture formation. Ileo-cecal tuberculosis is about 
equally observed in both sexes, and is most frequent be- 
tween the ages of twenty to forty. An associated lung 
tuberculosis may or may not be present. Clinically, this 
disease manifests itself by two kinds of symptoms, those 
of malignant tumor and of appendicitis. From the former, 
ileo-cecal tuberculosis may be differentiated by the less 
rapid onset of symptoms of stricture, the less nodular 
form of the tumor and the fact that the outlines of the 
cecum are better preserved. From appendicitis, ileo-cecal 
tuberculosis can be differentiated by the absence of reso- 
lution, the concomitant diarrhea, and the subacute at- 
tacks of inflammation. Of course, a co-existing pulmonary 
infection is diagnostically important in both types. The 
treatment of ileo-cecal tuberculosis is surgical. The author 
describes the various intestinal operations of resection, ex- 
clusion, and entero-anastomoses. 


Ligation of the Large Bloodvessels of the Abdomen; 
an Experimental and Critical Study (Ueber die Un- 
terbindung der grossen Gefasse des Unterleibs). Or- 
FERGELD, Marburg. Deutsche Zeitschrift fiir Chirurgie, 
May, 1907. 

The author has sifted and collected the enormous clin- 
ical material found in the literature, and also taken into 
account the work of previous experimental investigators. 
He has performed a large series of experiments person- 
ally, using chiefly rabbits, cats and dogs. The conclusions 
of this important and carefully worked out ‘paper are as 
follows: 

The sudden ligation of large vessels produces an im- 
mediate rise in the central and decrease in the peripheral 
blood pressure. Regulatory reflex mechanisms in the skin 
and splanchnic areas serve to iessen the overloading of 
the heart to some degree. ‘Lhe chief collateral circulation 
in all cases is capillary in its nature, and consequently it 
takes some time before the blood-pressure returns to nor- 
mal. If the heart is insufficient to perform its increased 
task, a proper collateral circulation is not formed and 
symptoms of stasis develop. Because obliteration of the 
lumen of great vessels by abdominal tumors is slow and 
gradual, collateral circulations have time to develop, and 
when during a subsequent operation even the largest ves- 
sels are tied, few if any symptoms result. The blood in 
tied off segments of vessels remains fluid for several days 
and is then slowly absorbed, followed by complete oblitera- 
tion of the vessel lumen and its conversion into a fibrous 
strand. Above and below the ligatures mixed thrombi 
form as far as the next branch or tributary. 

The clinical symptoms following ligation of large vessels 
are increase of cardiac dulness toward the left side, heav- 
ing apex beat, accentuation of first apical sound, of the 
second aortic sound, and more rarely of the second pul- 
monic. The carotid blood pressure rises several ‘millime- 
ters. Anatomically the heart shows concentric hyper- 
trophy and increase in its trabeculation. If the heart is 
unable to overcome the increased resistance, symptoms of 
insufficiency—cyanosis, dyspnea, edema and _ stasis—de- 
velop. The left ventricle dilates, the large abdominal or- 
gans become congested, and ascites, infarcts and pulmo- 


nary edema are encountered. The chief factor is the con- 
dition and power of the heart. 

In regard to individual vessels the following generaliza- 
tions seem justified. Ligation of the aorta ps Bam places 
excessive demands upon the heart. This operation is out 
of question in aneurism, septic and constitutional diseases. 
It might be thought of as a last resort in extreme acute 
anemia. The paralytic symptoms following ligation of the 
aorta are of peripheral origin. Ligation of both common 
iliac arteries produces the same symptoms as those follow- 
ing tying off of the aorta, while ligation of the inferior 
vena cava below the renal veins or of both common iliac 
veins, is followed by only transitory motor and sensory 
symptoms, and causes no edema or stasis. Ligation ot 
one common iliac artery is less dangerous—the collateral 
circulation being re-established in about twenty-four hours. 
Tying off of both internal iliac veins causes almost no dis- 
turbance; the same may be said of ligature of both ex- 
ternal iliac arteries. Special conditions in the common 
femoral artery make its ligation dangerous. In nearly 60 
per cent. of the cases gangrene of the lower extremity 
results. It is far preferable to tie the external iliac artery 
instead. If no gangrene develops, it requires at least two 
days for the peripheral circulation in the limb to return 
to normal conditions. Ligature of one or both common 
femoral veins produces transitory pareses, but no edema 
or marked sensory changes; the heart action is not inter- 
fered with. Ligation of the external iliac veins is well 
borne, that of both internal iliac veins rarely causes trouble 
except possible interference with the bladder function. The 
acute increase of blood pressure is always the main factor 
as to the ultimate outcome of the operation, for as to the 
result in other ways, it is unimportant whether one large 
or several medium-sized vessels are tied off. 


Radical Cure of Umbilical Hernia. W. J. Mayo, Ro- 
chester, Minn. Journal of the American Medical As- 
sociation, June 1, 1907. 

Mayo says that by his overlapping-from-above-down 
method of operation for the relief of umbilical hernia, the 
largest protrusions can be satisfactorily reduced and the 
hernial opening closed without tension. The tendinous 
aponeurotic structures involved are among the strongest 
in the body, and when overlapping is accomplished the re- 
sistance is nearly perfect. The sutures merely maintain the 
structures in apposition, while the intra-abdominal tension 
itself prevents displacements. The operation is simple. 
Two transverse elliptical incisions are made, cleanly ex- 
posing the_neck of the sac and the aponeurotic structures 
for several inches above and below it. The neck of the 
hernial protrusion is cleared as high as the aponeurotic 
structures extend, the sac is then opened, and any con- 
tained intestine returned into the abdomen. The con- 
tained omentum, if any, is ligated in sections on a level 
with the abdominal orifice and the stumps returned into 
the abdomen. The sac, with all adherent omentum, in- 
cluding the skin, is cut away without further manipulation. 
A stout curved needle threaded with strong celluloiden 
linen is passed from without in through the aponeurotic 
structures and peritoneum from two to three inches above 
the margin of the opening. A large tablespoon to guard 
the needle as it enters the peritoneal cavity is a valuable 
aid. ‘The needle and thread are drawn down and out of 
the hernial opening. A firm mattress stitch is then caught 
in the upper edge of the lower flap about one-fourth of 
an inch from the margin, the needle is then carried back 
through the hernial opening into the peritoneal cavity and 
made to emerge one-third of an inch lateral to the point 
of original entrance. On each side of this is introduced a 
similar mattress suture of strong chromicised catgut. 
These three sutures are drawn tight, pulling the entire 
thickness of the aponeurotic and peritoneal structures be- 
hind the upper flap. The margin of the upper flap is now 
retracted to expose the suture line, and what gaps exist 
are closed with catgut sutures. The upper flap is now 
sutured to the surface of the aponeurosis below by con- 
tinuous chromicised catgut suture and the skin and super- 
ficial fat closed. The patients are kept in bed for from 
twelve to twenty days. It is thirteen years since this op- 
eration was first performed, and of the 88 patients operated 
on between 1894 and 1805, 75 were traced. One had a 
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partial relapse described by her physician as a boa-shaped 
stretching at the site of the former operation, but giving 
no inconvenience. Another patient supposed to have suf- 
fered a relapse was operated on and a second opening 
found to exist above and lateral to the umbilical opening 
which was found closed. 


Tuberculosis of the Testicle. Observations Upon 100 
Patients. E. L. Keyes, Jr, New York. Annals of 
Surgery, June, 1907. 

Keyes has never seen a case of primary tubercular or- 
chitis; the epididymis was always the primary focus. In 
from 10-20 per cent. the opposite testicle remains free; 
if it remains unaffected for four years relapses are very 
infrequent. Suppuration does not appear to affect the 

rognosis unfavorably, as these patients are more readily 

induced to take better care of themselves. The differential 
diagnosis between simple epididymitis, syphilis and neo- 
plasm must be made. Aspiration of the hydrocele or 
drainage of the abscess permits of accurate palpation. 
The little rounded nodules, diffuse involvement of the 
epididymis, the acute epididymo-orchitis and ever present 
sensitiveness favor tuberculosis. Tubercular family and 
peeenet history are of some value. Tubercular genital 
esions elsewhere, slight haze in the urine and pus in the 
prostate are of assistance. Tubercle bacilli may be found 
in the urine, in the massaged prostatic fluid or in the hy- 
drocele or abscess fluid obtained by aspiration. 

The author summarizes as follows: Testicular tuber- 
culosis clinically is always part of a general genital tuber- 
culosis. Sterility is frequent (or almost constant) from 
the time of invasion of the first testis. There is evidence 
at this time of the inflammation of the internal genitals. 
Relapses in the opposite testis occur within a few years 
in 8-9 out of 10 cases, and these relapses are not post- 
poned by early removal of the diseased testis. Although 
suppuration often seems to result in permanent cure and 
though a chronic focus several years old may never sup- 

urate, in no case can one feel certain of a real cure un- 

Soe the tubercular epididymitis has been removed. Epi- 

didymectomy has not as great a demoralizing effect as 

castration and slight tuberculosis of the testis will heal 
spontaneously after removal of the epididymis. Therefore 
epididymectomy is the operation of choice unless there is 

a hyperacute generalized epididymo-orchitis, or unless the 

testis is destroyed by suppuration. The operation has a 

beneficial effect not only upon the tuberculosis of the in- 

ternal genitals, but also on the general health. Therefore 
it should be performed early in the disease, no matter 
whether the genital tuberculosis is but an insignificant part 
of a generalized progressive tuberculosis or the only active 
lesion of the disease. If the patient is sterile it would be 
wise to remove both epididymes even though but one side 
is diseased. 


Torsion of the Testis. H. M. Ricsy, London; and R. T. 
Howarp, London. Lancet, May 25, 1907. 

This paper is based on a study of nine cases. The young- 
est patient was four months old, the eldest 24 years, aver- 
age 12% years. Four occurred in the fully descended 
testis, four in inguinal testis, and in one the testis as- 
cended easily to the inguinal ring. In two cases, the tor- 
sion occurred during sleep, one followed a slipping, in the 
others nothing definite could: be determined. The onset 
is usually sudden, with severe pain in the groin; vomiting 
occurred in four of the nine cases. There is a swelling in 
the inguinal region while the testis is absent from the 
scrotum on the corresponding side. The swelling is ten- 
der, nard and the anatomical parts cannot be distinguished. 
The skin of the scrotum is red and edematous—an im- 
portant sign. The condition must be diagnosed from 
strangulated hernia and acute epididymitis. The differ- 
ential points will occur to anyone. The autnors refer to a 
condition known as “recurrng torsion,” in which numer- 
ous attacks of torsion which last only 24 hours occur in 
the course of months or years. Pathologically, the authors 
have determined by dissection that torsion is due to a 
persistence of the mesoarchium, i. e., a serous fold be- 
tween the epididymis and the testicle. Treatment de- 


pends on the conditions present. If the testis is unde- 
scended and small it is best to remove it. 


If the testis is 


descended and the case is seen early attempts should be 
made to untwist tne testicle, first from within outwards; 
if this rotation causes increased pain, the twisting should 
be carried out in the reversed direction. If this cannot 
be done operation is advised, the twist is released and the 
testis is stitched to the scrotum. If untwisting is impos- 
sible, the authors believe that it is better to leave the 
testis in situ and await results. Of course, if gangrene 
results, the organ should be removed. If this does not 
occur, the testis either atrophies or is restored to its nor- 
mal state. 


A New Method of Performing Perineal Prostatectomy. 
H. a Kansas City Medical Index-Lancet, June, 
1907. 

One of the main objections against the ordinary method 
of performing perineal prostatectomy is the necessity for 
incising the membranous urethra and the compressor 
urethrae. This usually results in a perineal fistula from 
which urine discharges for weeks. The author has at- 
tempted to obviate this by opening the urethra on a Roser 
sound behind the compressor and membranous urethra, at 
the apex of the prostate. With the finger in this opening 
the lobes of the prostate can be easily removed. A tube 
is then inserted into the urethra through this opening and 
is surrounded by gauze. All drainage is removed by the 
fifth day. After the ninth day all the urine is. passed 
through the meatus. 


Demonstration of Skiagraphs of Urinary Calculi, with 
History of Cases. R. D. Carman. St. Louis Med- 
ical Review, June 22, 1907. 

The author summarizes the errors that may arise in the 
skiagraphy of urinary calculi as follows :— 

1. Positive errors. (Radiographic diagnoses of stone 
when none is present.) They are as follows: 

(a) Phleboliths: These are usually bilaterally situated, 
the shadows cast are usually more definite, sharply defined, 
and smaller than those of ureteral calculi. In a measure 
they can be excluded by a picture taken with the aid of 
the ureteral bougie, as suggested by Fenwick, of London. 

(b) Foreign bodies in the appendix. Dodd and Osgood 
mention this possibility. A careful reading of the nega- 
tive, and the use of the bougie, ought to eliminate this. 

(c) Cheesy deposits in the calyces of the kidney. Also 
mentioned by Dodd and Osgood. Presumably these would 
be caused only by tuberculosis and a bacteriologic examina- 
tion of the urine might be of service. 

(d) Scybala or fecal concretions. These can usually be 
eliminated by screen examination when they are displaced 
laterally by the peristaltic movements of the bowel, and 
by catharsis and a second examination. 

(e) Small bony deposits in the pelvic ligaments. Here 
again the bougie is of value. . 

(f) Calcified lymph glands around the lower portion of 
the ureter. These also can be excluded by the ureteral 
bougie. 

(g) Transverse processes of the vertebrae, especially 
when the outer end is chalky, and ossification in the rib 
cartilages, as mentioned by Albers-Schoenberg. These can 
usually be eliminated by close inspection of the plate. 

(h) Dense masses of fibrous tissue, as mentioned by 
Riddle, who cites a case in which an operation had been 
done, leaving a thick scar, which cast a shadow similar 
to stone. The history of any previous operation along the 
area to be examined should be taken into account. Brac- 
tically this source of error is unimportant. 

Less important may be mentioned :— 

(1) Defects in plates. 

(j) Atheromatous conditions. 

(k) Drugs in the intestine—bismuth (Baetjer). 

2. Negative Errors. (Failures to make a radiographic 
diagnosis when stone is present) : 

(a) Obesity. Obesity increases the difficulty of getting 
shadows, but it is not insuperable. The compression dia- 
phragm is of great value in these cases. 

(b) Uric acid stones. This is practically nil, as pure 
uric acid stones are rare. Urinary calculi usually contain 
enough of the opaque salts to cast shadows. ; 

(c) Defects in the plates. Excluded by close examina- 
tion of the plates and a second examination. 


